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140 million working hours are lost annually as a result of dysmenorrhea . . . 


one third of all young women in America are afflicted with it.” 


how to cut the terrible cost of D Y te BAY | HK N ¢ ae IR H HK vaN 


You can cut lost time in your organization by making sure ‘Edrisal’ is in the dispensary. 
\ combination of Benzedrine* Sulfate——which is both antidepressant and antispasmodic 
and two highly effective analgesics, ‘Edrisal’ is virtually specific in dysmenorrhea. 


It relieves the depression, the cramps, the pain. 


Order ‘Edrisal’ today and save countless working hours now being lost to dysmenorrhea. 


[t is available through regular drug channels in bottles of 50 and 500 tablets. 


{nalgesic + Antispasmodic + Antidepressant 


oS" 


TWO TABLETS EVERY 3 HOURS 


Formula: Fach ‘Edrisal’ tablet contains: 
‘Benzedrine’ Sulfate 
(racemic amphetamine sulfate, S.K.F. 
\spirin 


Phenacetin. 


SMITH, AINE & FRENCH LABORATORIES, PHILADELPHIA 


*T.M. Re at ft 1. M. Times 76:416 





ihe DD 
dA d Wintertime’s increased incidence of 


colds can cut sharply into production 
schedules and efficiency ratings. 


NVaY Vey “ 
LO Ne | he | | wi k But now... for just a fraction of 


the cost of lost man-hours... you 
can reduce lost-time due to cold 


symptoms with this new CORYBAN 
I) a W N “anti-cold”’ program. 
: SORYBAN® 
... combat cold symptoms with new a J L y | 


CORYBAN combines an effective, 


low-side-effect antihistamine with 
APC, vitamin C and new, purified 
hesperidin (to strengthen the 
capillary wall). This coORYBAN 
combination provides quick, effective 
relief of cold symptoms and helps 
guard against re-invasion. To begin a 
CORYBAN “‘anti-cold”’ program in 
your plant, contact your usual 
source of supply, or write: 


Each CORYBAN capsule contains: Industrial Sales Division 
Purified Hesperidin 20 mg. J. B. Roerig and Company 
Ascorbic Acid. 20 mg. 536 Lake Shore Drive 
Salicylamide 230 mg. Chicago 11, Illinois 
Acetophenetidin. . . or 130 mg. 
Caffeine. 30 mg. 
ht iteadeigammeel Maleate 10 mg. ago 11, Illinois 
Dosage: As directed on package. 

Supplied: Bottles of 12 capsules. *Trademark 








surgery... 


FURACIN ® soluble dressing-antibacterial 
protection without retarding healing 





bactericidal to the majority of pathogens found 
in surface infections* 
does not retard epithelization or granulation* 
foul wound odor is improved within 24 hours* 
water-miscible base mixes freely with wound 
exudates to reach infected areas without tissue 
maceration 
sensitization in surgical use is generally not 
more than 1% 

@ cannot sensitize the patient to systemic anti- 
biotic therapy 

For topical antibacterial therapy in: surgery ¢ severe 

burns ¢ skin grafting ¢ ulcers ¢ pyodermas « first aid 


treatment of abrasions, lacerations 
*Shipley, E. R., and Dodd, M. C.: Surg., Gynec. & Obst. 84: 366, 1947. 


FORMULA: Furacin Soluble Dressing contains Furacin (brand 
of nitrofurazone) 0.2%, dissolved in a water-soluble, 
ointment-like base of polyethylene glycols. 

SUPPLIED: 2 oz. tube; 4 0z., 1 lb. and 5 Ib. jars. 


Two other convenient forms of Furacin for surgical 
use allow for adaptation to any technic: 
FURACIN® solution 

FORMULA: Furacin Solution contains Furacin (brand of nitro- 
furazone) 0.2%, in a liquid vehicle composed of polyethy- 
lene glycols 65%, a wetting agent 0.3% and water. 
SUPPLIED: Bottles of 2 fl. oz. and 1 pint. 


FURACIN® soluble powder 
FORMULA: Furacin Soluble Powder contains Furacin (brand 
of nitrofurazone) 0.2%, in a powder base composed of com- 
pletely water-soluble polyethylene glycols. 

SUPPLIED: Shaker-top vial of 14 Gm. 


anew class of antimicrobials 


EATON LABORATORIES, Norwich, N.Y. “J+ NITROFURANS 222% class of antimicrobials 
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The Journal of Medicine in Industry 


This Journal is dedicated to the advancement of sound industrial medicine, including the surgery ot in- 
dustrial trauma. To that end its varying contents will embrace scientific papers, reports, digests, news 


items and official statements, together with editorial comment. The editorial policy is to avoid undue 


censorship. Some contributions ably prepared will be published although contravening the personal 


opinions of the editors. Care will be exercised in checking the accuracy of known facts, as printed, but 
in all other respects statements and opinions are those of the author and may not be shared by the editors. 
On any article, the editors reserve the right to comment favorably or otherwise, in the current or any 
subsequent issue. On this basis, contrihutions are invited. The opinions expressed in any contributions, 
including the editorials of this Journal, do not necessarily reflect the attitude or opinions of any asso- 


ciated organization. 
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NEW TENSOR DOESN’T 
“DIE” IN THE DRYER 


NOT THIS NOW THIS 


TENSOR 


Even after 280° F. heat of the dryer, TENSOR elastic 
bandage stays elastic... because it’s made with 
heat-resistant live rubber threads. (TENSOR outlasts 
bandage made with ordinary rubber by 3 to 1.) 


TENSOR 


ELASTIC BANDAGE 


WOVEN WITH HEAT-RESISTANT LIVE RUBBER THREADS 
Elastic bandage made with ordinary rubber can't 


stand the heat of the dryer. It just curls up and | BAUER & BLACK Liam 


tr 4 ” A 
dies”. Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, IIl. 
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has been appointed Chief Sur- 

geon of the Rock Island Lines. 
DR. JENSEN was born in Racine, 
Wisconsin, in September, 1906; 
attended Drake University, 1924- 
25; received his M.D. degree at 
Marquette University School of 
Medicine; interned at Milwaukee 
County General Hospital. He was 
a Lieutenant Commander, (MC) 
USNR, 1943-46, and became iden- 
tified with the Chicago Rock Is- 
land and Pacific Railroad in 1936, 
where he has been Assistant Chief 
Surgeon. 


Jonas bee M. L. JENSEN, M.D., 


AMES P. HUGHES, M.D., Associate 
.) Professor (Occupational Medi- 
cine), Department of Preventive 
Medicine, Ohio State University, 
Columbus, has been assigned from 
that Department in the Universi- 
ty to serve as Acting Chief Phy- 
sician for the City of Columbus on 
a part-time basis. This assign- 
ment is for the limited period dur- 
ing which a permanent profes- 
sional staff can be recruited for 
the City’s new Medical Section, 
which will be set up within the 
Mayor’s Board of Industrial Re- 
lations to handle the new occupa- 
tional health program for em- 
ployees of the City. The ordinance 
establishing the Medical Section 
was passed by the Council last 
December as an emergency meas- 
ure and became effective Decem- 
ber 19 when it was signed by the 
Mayor. The professional staff will 
include a full-time Chief Physi- 
cian qualified for occupational 
medicine. The new program will 
involve: (1) medical examination 
of all city employees before job 
placement; (2) examination of 
all injured or sick workers; (3) 
regular physical check-ups on key 
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new multivitamin 
formulated for 


and sold to 
industrials 





Each POLYTERRA tablet contains: 


Vitamin A (Acetate) 10,000 U.S.P. Units 
Vitamin D (Irradiated 

Ergosterol 1,000 U.S.P. Units 
Vitamin B-1, U.S.P. 5 mg. 
Vitamin B-2, U.S.P. 5 mg. 
Vitamin B-6, U.S.P 1 mg. 
Vitamin B-12, U.S.P. 
Niacinamide U.S.P. 
Calcium Pantothenate 
Vitamin C (Ascorbic Acid U.S.P.) 
Folic Acid U.S.P 
Calcium (From Dicalcium Phosphate) g. 
Phosphorus (From Dicalcium Phosphate). 30 mg. 
Iron (From Reduced Iron) 10 mg. 
Copper (From Cupric Sulfate) 1 mg. 
Magnesium (From Magnesium Carbonate) 30 mg. 
Manganese (From Manganese Carbonate) _ 1 mg. 
Cobalt (From Cobaltous Carbonate) 
Zine (From Zine Oxide) 
Potassium (From Potassium Chloride) 
lodine (From Potassium lodide) 
Molybdenum (From Molybdenum Trioxide) 0.1 mg. 


Dosage: One tablet daily preferably with 
a meal, or as directed by industrial phy- 


sician. Supplied: Bottles of 100. 


*Trademark 











CHICAGO 11, ILLINOIS 


From 25% to 50% of all industrial workers 
have proet evidence of suboptimal nutri- 
tion.'2 Obviously, such a high ratio of 
malnutrition must be reflected in lost 
man-hours and decreased efficiency. 


A systematized POLYTERRA program can 
help correct this. POLYTERRA contains 11 
important minerals and 10 essential vita- 
mins, including 100 mg. of ascorbic acid, 

‘the most desirable level of intake” 
for factory workers. 


Look over this POLYTERRA formula—es- 
pecially designed for use by industrial 
employees. For further information on 
the POLYTERRA program, contact your 
usual source of supply, or write: 


Industrial Sales Division, J, B. Roerig and Company 
536 Lake Shore Drive, Chicago 11, IIlinois 


hn ari M.J.,et al: Milbank Mem. Fund Quart.: 

2:323 (Oct.) 1954. 2. McLester, J. S. and Darby, 

.: Nutrition and diet in health and disease. 

w. B. Saunders and Company, Philadelphia, 1952 

. 584. 3. Pollack, H. and Halpern, S. L.: Thera- 

aes Nutrition, National Research Council, pub- 
ication 234, 1952, 
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JouNn S. STEPHENS, M.D., 1957 
Medical Office, Department 
& Power, Box 3669, Terminal 
Los Angeles 54, California. 

Davw D. HoLapay, M.D., 
srd & 20th Streets, 
San Francisco, California. 

VERNE G. GHORMLEY, M.D., 
3032 Tulare Street, 

Fresno, California. 

Component Society of the 

Medical Association. 


Chairman 
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1958 


1958 


Industrial 





States Society of Industrial 
Medicine and Surgery 
Officers 


Central 


President 
E. S. Jones, M.D., Hammond, Indiana 
President-Elect 
LEONARD ARLING, 
Vice-President 
Epwarp J. SCHOWALTER, 


M.D., 


Minneapolis. 


M.D., Chicago. 

Secretary-Treasurer 

ROLAND A. JACOBSON, M.D., 28 East 
Jackson Boulevard, Chicago. 

Chairman 
Cooper, M.D., 


Board of Governors 


Program 


Georce J. Chicago. 


1956—ELston L. BELKNAP, M.D., Mil- 
waukee, Wisconsin. 
CHARLES A. CIBELIUS, M.D., Rock- 
ford, Illinois. 
BuRTON C. KILBOURNE, M.D., Chi- 
cago. 
ARTHUR K. PETERSON, M.D., Chi- 
cago. 
THEODORE J. SMITH, M.D., Whiting, 
Indiana. 
1957—DoNaALp C. Conzett, M.D., Du- 
buque, Iowa. 
ALLAN K. Harcourt, M.D., Indian- 
apolis, Indiana. 
JOHN R. MERRIMAN, M.D., Evan- 
ston, Illinois. 
PAUL T. PALMER, M.D., Peoria, 
Illinois. 
G. H. Pererson, M.D., Beloit, Wis- 
consin. 
1958—CHARLES Drueck, M.D., Chicago. 
J. M. L. JENSEN, M.D., Chicago. 
G. PRENTISS McArbDLE, M.D., Oma- 
ha, Nebraska. 
JoHN S. Parsons, M.D., Des 
Moines, Iowa. 
RAYMOND C. SUNDERMAN, M.D., St. 
Louis, Missouri. 
Component Society of the Industrial 
Medical Association. 
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of Water 


personnel, those claiming disabili- 
ties, those working with toxic ma- 
terials or those returning from 
sick leave; (4) periodic inspection 
of all city job hazards. If this is 
not actually the first, it is at least 
one of the first municipal medical 
programs established in a city of 
comparable size. 


AMES K. STACK, M.D., Secretary, 
. American Association for the 
Surgery of Trauma, announces 
that Association’s Second Annual 
Award for the best essay sub- 
mitted on clinical or laboratory 
research in the field of the sur- 
gery of trauma. The winning es- 
say will be selected by a Commit- 
tee of the Association, and the 
author will be invited to read it 
at the Annual Meeting at Santa 
Barbara, California, October 4, 
1956. Also, the paper will appear 
in the annual issue of the Amevi- 
Journal of Surgery. Con- 
testants must be citizens of the 
United States or of Canada, and 
be in residency or postgraduate 
training, or in the formative years 
of practice or teaching. Manu- 
scripts, accompanied by the cur- 
riculum vita of the author, must 
be in DR. STACK’S office at 700 
North Michigan Avenue, Chicago 
11, not later than August 1, 1956. 


can 


JESTERN INDUSTRIAL MEDICAL 

ASSOCIATION will hold its Fif- 
teenth Annual Meeting, April 28, 
1956, at the Ambassador Hotel in 
Los Angeles, with a program cov- 
ering clinical, scientific, and ad- 
ministrative problems and_ en- 
deavors in industrial medicine. 


ENNETH C. PEACOCK, M.D., In- 

dustrial Medical Consultant, 
New York City, has an article in 
Personnel Journal, January, 1956, 
entitled ‘‘Prevention Is the Busi- 
ness of a Medical Department.” 
DR. PEACOCK lists benefits which can 
be expected from a well-organized 
and serviced Medical Department 
as REDUCTIONS in annual compen- 
sation costs; in annual health in- 
surance ; in machine down 
time; in cost of time and a half 
for replacements kept overtime; 
in cost of training replacements; 
in the total number of employees 
constantly necessary; in the pres- 
ent and future loss of key-man 
time and efficiency; in the cur- 
rent and future safety hazards; 
in time spent py other depart- 
ments on problems which require 
medical “know how” (it is sur- 
prising how much time is spent by 
personnel departments and others 


costs 








New England Inuustrial Medical 
Association 
Officers—1955-56 
PRESTON N. BARTON, M.D., President. 

New Departure Div., General Motors, 
Meriden, Connecticut. 
Rosert C. THOMPSON, M.D., 
dent. 
General 


Vice-Presi- 


Electric Company, 
Lynn, Massachusetts. 
J. ALLAN THOMPSON, M.D., 
Treasurer. 
New England Telephone & Telegraph 
Company, 
245 State Street, 


Board of Directors—1955-56 


FLANDERS, M.D., 
Street, Manchester, 


Secretary- 


Boston 9. 


RK BERT 
967 Elm 
Hampshire. 


New 


Joun F. Kiteus, Jr., M.D., 
West Street, West Litchfield, Connec- 
ticut. 

Henry B. Moor, M.D., 
147 Angel Street, Providence, Rhode 
Island. 

HeENkY F. Howe, M.D., 
Procter & Gamble Company, Quincy, 
Massachusetts. 

Joun P. Creep, M.D., 


105 Emerson Street, Haverhill, Mas- 
sachusetts. 
Component Society of the 


Medical Association. 


Industrial 





Industrial Medical Association 
of Philadelphia 


Officers 
LAURENCE P. DevLin, M.D., President 
Frankford Arsenal, Philadelphia 37. 


Cor, M.D., President-Elect. 

Corporation, Philadelphia. 

GILBERT B. MEYERS, M.D., Secretary. 

Electric Storage Battery Company, 
Philadelphia. 

C. R. HoucuHIns, Corresponding Secretary. 
Room 1945, 1617 Pennsylvania Blvd. 
Philadelphia 2. 

WaLLAce L. DAvipson, M.D., Treasurer. 
Sharp & Dohme, Philadelphia. 

Directors 

F. Curtis DoHAN, M.D. 

THOMAS H. HoGsHEAD, M.D 

E. KERN LINDER, M.D. 

BERNARD BEHREND, M.D. 

KATHRYN M. Hess, M.D. 


Joun M. 
Gulf Oil 


WALTER G. VERNON, JR., M.D. 
Component Society of the Industrial 
Medical Association. 





New York State Society of Industrial 
Medicine, Inc. 


Officers 
HAROLD BRANDALEONE, M.D., President. 
Third Avenue ‘Transit System, 116 


West 32nd Street, New York 1. 
FRANK P. GuipoTTi, M.D., Vice-President. 
New York Hotel Trades Council & 
Hotel Association Health Center, 501 
West 50th Street, New York 19. 
Harky E. Tesrock, M.D., Sec.-Treas. 
Sylvania Electric Products, Inc., 1740 
Broadway, New York 19. 
Executive Committee 


Tuomas G. RIGNEY, M.D. 
Daviv H. GOLDSTEIN, M.D. 
JoHN J. Poutas, M.D. 


S. CHARLES FRANCO, M.D., Ex-officio 


(IMA District Counselor). 
Component Society of the Industrial 
Medical Association. 


(Reg. U.S. Pat. Off.) 
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"ANTABUSE". .. “most important 











= *. advance in the medical management of 
| chronic alcoholism .. .”’ 
it / Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 
= 
il 
il 
‘ 
1 
A “CHEMICAL FENCE” FOR THE ALCOHOLIC “Antabuse” gives the patient a forceful and im- 
mediate reason for not drinking . . . he finds he cannot drink without experiencing extreme 
discomfort. By keeping the patient away from alcohol, “Antabuse” serves as a valuable ad- 
junct to psychotherapeutic measures. 
“Antabuse”® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, bottles 
of 50 and 1,000. 
r Complete information available on request. 


Ayerst Laboratories © New York, N.Y. © Montreal, C 
5547 
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* AMERICAN ASSOCIATION OF RAILWAY SURGEONS « 





Officers 
President 


R. A. Sutter, M.D., St. Louis. 
President-Elect: 


H. A. SPILMAN, M.D., Ottumwa, lowa 
Vice-Presidents: 

JOSEPH PRINZING, M.D., Denver. 
ERNEST CELLI, M.D., New Orleans. 


Lioyp A. HAMILTON, M.D., Lambertville, 
Jersey. 
Recorder: 
James STACK, M.D., Chicago. 
Treasurer: 
. L. HANsEN, M.D., 
Chicago 5, Wabash 2-3200, Ext. 220. 








Michigan Industrial Medical 


Association 
Officers 
Paut J. OcHSNER, M.D., President 
Fisher Body Division, General Motwurs 


Corporation, Lansing. 


EarL E. Weston, M.D., President-Elect 
Vickers, Inc., Detroit 
M. W. SHELLMAN, M.D., Vice-President 


Metz Building, Grand Rapids. 

S. D. Sterner, M.D., Secretary-Treasurer 
Oldsmobile Division, General Motors 
Corporation, Lansing. 

Board of Directors 
THORNTON I. BoILeau, M.D., Birmingham 
SHERMAN ANDREWS, M.D., Kalamazoo 
LYNDLE R. MARTIN, M.D., Detroit 
Component Society of the Industrial 
Medical Association. 





Industrial Medical Association of 
New Jersey 
Officers 
J. H. Wo.rste, M.D., President 
American Cyanamid Company, Linden. 
W. D. VAN Riper, M.D., Vice-President 
Johnson and Johnson, New Brunswick. 
JoHN W. BorINo, M.D., Secretary 
24 Fulton Street, Newark. 
GEORGE C. FREEMAN, M.D., Treasurer 
Prudential Insurance Company, 
Newark. 
Board of Directors 
THOMAS M. THOMPSON, M.D. 
Johnson and Johnson, New 
L. HOLLAND WHITNEY, M.D. 
New Jersey Bell Telephone 
763 Broad Street, Newark. 
GeorGE A. PAUL, M.D. 
Hyatt Roller Division 
General Motors Corporation, 
Component Society of the 
Medical Association. 


Brunswick 


Company 


Harrison. 
Industrial 





Western New York Society 
of Industrial Medicine and Surgery 
Officers 
Georce P. Eppy, M.D., President. 
Carborundum Company, Niagara Falls. 
JoserpH T. ANDREWS, M.D., Secretary. 
3uffalo Stamping Plant, 
Ford Motor Company, Buffalo 19. 
Evtsa K. CHAFFEE, M.D., Treasurer. 
Kodak Park Works, 
Eastman Kodak Company, Rochester 4. 
Board of Governors 


Epwarp B. MATEs, M.D. 

National Aniline Division, 

Allied Chemical & Dye Corporation 
Harry A. HANSON, M.D. 

Kodak Park Works, Rochester 4. 

1957 

JosePpH M. Dzios, M.D. 

Bethlehem Steel Company, Lackawanna. 
JoHN H. Stunz, Jr., M.D. 

Harrison Radiator Division, 

General Motors Corporation, 
Component Society of the 
Medical Association. 


Buffalo. 
Industrial 
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68th Annual Meeting, April 10-12, 1956, at the Drake Hotel, Chicago 


New 


139 West Van Buren, 


| 





Executive Board 


ARTHUR R. Metz, M.D., Chairman, Chicago 
RoBert M. GRAHAM, M.D., Chicago. 

A. M. W 
RAYMOND B. KEPNER, M.D., Chicago. 
ERNEST C, OLson, M.D., Chicago. 
Ray S. WestTLine, M.D., Chicago. 


Hursw M.D., Philadelphia. 


Secretary: 
CHESTER C 
Chicago 37, Midway 3-9200. 
Secretary-Treasurer (Assistant) : 

H. S. Dewnurst, Chicago. 


Guy, M.D., 5800 Stony Island Ave 





on purely medical problems) ; and 
INCREASES in mental and physical 
efficiency; in productivity; in 
sense of well being (this reduces 
emotional tension, and decreases 
psychosomatic illnesses, such as 
alcoholism, peptic ulcer, hyper- 
tension and hysteria); in capaci- 
ty to learn; in endurance and re- 
duction of fatigue; in longevity 
with greater breadth and depth. 


‘RADIE R. ROWNTREE, M.D., Medi- 
cal Director, Fawcett-Dear- 
ing Printing Company, Louisville, 
Kentucky, was chosen by the 
President’s Committee on Em- 
ployment of the Physically Hand- 
icapped to receive the Physician’s 
Award for 1955. The presentation 
was made by MAJOR GENERAL MEL- 
VIN J. MAAS, (USMCR, Ret.), 
chairman of the Committee at 
the banquet session of the Six- 
teenth AMA Congress on Indus- 
trial Health at the Sheraton Cad- 
illac Hotel, Detroit, Monday eve- 
ning, January 23. 


~EORGE F. CATLETT, M.D., has 

been appointed District Medi- 

cal Manager of the new Medical 
Center of United Air Lines at 
New York International Airport. 
DR. CATLETT joined United’s Medi- 
cal Department at San Francisco 
in 1954, after three years as a 
Flight Surgeon with the U.S. 
Marine Corps. He is a graduate 
of Temple University Medical 
School, Philadelphia; interned at 
Bryn Mawr Hospital in Pennsyl- 
vania; served a two-year resi- 


dency at Lennox Hill Hospital, 
New York. United Air Lines 
Medical Department was estab- 


lished in 1937. G. J. KIDERA, M.D., 
is Medical Director. In addition to 
the Medical Center in New York, 
United has similar facilities in 
Chicago, Denver, and San Fran- 
cisco. 








Kansas City Industrial Medical 


Association 
Officers 
James J. LALLy, M.D., President 
1207 Rialto Building, Kansas City, 
Mo. 


Frep Irwic, M.D., Secretary-Treasurer 


610 Professional Building, Kansas 
City, Mo. 
Directors 

Horace F. FLANDERS, M.D. 
SOLAN E. Hayes, M.D. 
W. J. FEEHAN, M.D. 
Component Society ef the Industrial 
Medical Association. 





Industrial Medical Association 
of Pittsburgh 
Officers 

Rex H. WILSON, M.D., President. 
The B. F. Goodrich Company, 
Akron, Ohio. 

FRANK E. Gray, 
Westinghouse 
East Pittsburgh, 

Don A. KeLty, M.D., Vice-President. 
Thompson Products, Cleveland, Ohio. 

MERLE BUNDY, M.D., Secretary-Treasurer. 
Jones & Laughlin Steel Corporation, 
Pittsburgh 3. 

Directors: 1954-1956 

JoHN J. BRANDABUR, M.D. 

C. & O. Railway Company, 
Huntington, West Virginia. 

DANIEL C. BRAUN, M.D. 
Industrial Hygiene Foundation. 

D. JoHN Laver, M.D. 

Jones & Laughlin Steel Corporation, 
Pittsburgh 30. 

J. HUBER WAGNER, M.D. 

United States Steel Corporation, 
Pittsburgh 19. 
Directors: 1955-1957 

DANIEL V. DouGHERTY, M.D. 

Ford Motor Company, 
Cleveland, Ohio. 

A. G. KAMMER, M.D. 

University of Pittsburgh. 

RAYMOND E. MASTERS, M.D. 
Westinghouse Electric Corporation, 
East Pittsburgh, Pennsylvania. 

Component Society of the Industrial 

Medical Association. 


M.D., President-Elect. 
Electric Corporation, 
Pennsylvania. 





Territorial Association of Plantation 


Physicians 
Officers 
MARVIN A. BRENNECKE, M.D., President, 
Waimea, Kauai. 
PAuL J. C. CALDWELL, M.D., Vice-Presi- 


dent, Waipahu, Oahu. 
FRANK H. HaAtTLeLip, M.D., 
Treasurer, Waialua, Oahu. 
Mrs. JEANETTE WILKINSON, 
Secretary, 
1527 Keeaumoku Street, 
Honolulu, Oahu, T.H. 
Component Society of 
Medical Association. 


Secretary- 
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~ATHERINE MANGAN MAGUIRE, 
~ mM.D., Manager of Medical 
Services, Olin Mathieson Chemi- 
cal Corporation, New York City, 
has an article in the Journal of 
the American Medical Women’s 
Association, December, 1955, en- 
titled “History and Scope of In- 
dustrial Medicine.” This article 
was one of the papers presented 
in a Symposium at the Annual 
Meeting of the American Medical 
Women’s Association, June 4, 
1955. 


Theodore Van Dellen, M.D. 
D* THEODORE VAN DELLEN 
(Medical Director, Chicago 
Tribune) dispensed advice, leaf- 
lets, humor—but no_ pills—to 
129,073 persons, many in remote 
parts of the world last year. The 
Editor of the Tribune’s “How to 
Keep Well” department, DR. VAN 
DELLEN has come to be the friend- 
ly adviser to thousands of readers 
here and in 50 other cities where 
his column is syndicated. Readers 
write to him about all kinds of 
problems, big and little, serious 
and frivolous. Many express their 
gratitude for valuable informa- 
tion obtained from reading his 
column. The writer-doctor has 
been credited many times with 
providing the clews to conditions 
requiring life-saving operations. 
One woman, troubled for a year 
with certain symptoms, saw them 
described in the column. A throat 
resulted. “The help 
from your column was a life 
saver for me so I felt I must 
thank you and let you know the 
good you have done for a stran- 
ger,” she wrote. Other readers try 
to stump the doctor with such in- 
volved questions as “Is the poly- 
gamous tendency in males pro- 
duced by the same factor as causes 
the numerical preponderance in 
females?” He gave up on that one. 
The columnist remarked that one 
way to deflate the doctor’s ego is 
to write as one reader did re- 
cently, “I am not able to consult 
a good doctor so I am writing to 
you.” DR. VAN DELLEN said some 
writers will do anything to avoid 
what he called “that naughty 
word, baldness.” Confided a man, 
“IT am troubled with a diffuse 
thinning of hair above my eye- 
brows and extending backward.” 
Hair problems are many. “I am 
threatened with gray hair and 
I have dandruff in an abundant 
number,” was one writer’s worry. 
Another wrote: “My neighbor, 
a beautician, has been wearing a 
wig for two years. She decided to 
let it go (the wig) and it has 


operation 
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grown about three inches.” In the 
same vein was the problem, “My 
sister, 21, is married to a man 
three years her senior but he 
wears a wig. Would there be any 
danger if she becomes a mother 
that her children would inherit 
from the father?” DR. VAN DEL- 
LEN, whose sense of humor erupts 
often in the answers he gives 
daily in print to specific questions, 
has been told by many readers 
how his quips brighten their day. 
Early last year, a Mrs. T. queried 
him: “I am curious. Are you an 
elderly doctor?” He answered, 
“No, because elderly doctors are 
at least 10 years older than I am.” 
Actually, the doctor, who never 
has a year go by without receiv- 
ing a few marriage proposals in 
the mail, is good looking, person- 
able, married, and the father of 
three teen-age children. He took 
over the column in 1945, as the 
third in a succession of doctor- 
writers. Newspaper medical col- 
umns were unknown when the 
Tribune pioneered with the first 
in the country in 1911. With in- 
creased research and medical an- 
nouncements appearing in news 
columns, reader interest has 
grown. A flood of mail follows 
every new medical development. 
Heart disease is the number one 
subject in the doctor’s mailbag. 
More women write than men, and 
many grammar school children 
use DR. YAN DELLEN’S advice in 
doing their homework. Four sec- 
retaries aid DR. VAN DELLEN in 
answering the mail. They are 
MISS MARION CAREY, MISS AGNES 
BEYER, MISS ANNE KROPACEK, and 
MISS ROSE PRICE. Whenever pos- 
sible, they send prepared leaflets 
on various subjects ranging from 
bursitis to tonsillectomy. Fifteen 
new leaflets were added to the 
library of 300 in 1955 and 29 
others revised to bring them up to 
date. Readers are asked to in- 
close a stamped, self-addressed 
reply envelope. DR. VAN DELLEN 
prepares his columns six weeks in 
advance. To keep abreast of medi- 
cal developments, he attends 
meetings, studies medical journals 
and books, reads releases from 
pharmaceutical houses, and ac- 
companies other doctors on their 
rounds of patients to “keep his 
finger on the pulse of medicine. 

January 
15, 1956. 


Chicago Sunday Tribune, 


Anniversary in London 


A Stoctation OF MEDICAL OFFI- 

cers (England) will cele- 
brate the Twenty-First Anniver- 
sary of the establishment of the 


Association, which falls on Sep- 
tember 27, 1956, by holding a 
special Anniversary Meeting in 
London during the last week of 
September. The scientific sessions 
(except the MACKENZIE MEMORIAL 
LECTURE) will be held at the Lon- 
don School of Hygiene and Tropi- 
cal Medicine, Keppel Street, Lon- 
don, W.C.l—the venue of the first 
meeting of the Association. On 
Monday, September 24, following 
registration in the afternoon, 
there will be an evening reception 
at Canterbury Hall, Cartwright 
Gardens, W.C.l. The London 
Group of the Association, the Or- 
ganizers of the Meeting, will be 
the hosts. The Tuesday, Septem- 
ber 25, session will be opened by 
the Minister of Labour and Na- 
tional Service; the Presidential 
Address will be given by DR. R. Ss. 
F. SCHILLING; this to be followed 
by a discussion on “The Elderly 
Worker” with DONALD STEWART, 
M.D., F.R.C.P. (ED.), Chief Medi- 
cal Officer, Austin Motor Com- 
pany, as Chairman. A paper on 
“The Health Problems of the 
Older Worker-—A Study in Swed- 
ish Industry” will be presented by 
PROFESSOR SVEN FORSSMAN, M.D., 
Medical Adviser to the Swedish 
Employers’ Confederation; Presi- 
dent of the Permanent Interna- 
tional Committee on Industrial 
Medicine; Associate Professor of 
Occupational Health, Karolinska 
Institutet, Stockholm. In the af- 
ternoon at B.M.A. House, Tavi- 
stock Square, W.C.1, R. Ss. F. SCHIL- 
LING, M.D., M.R.C.P., D.P.H., D.I.H., 
Reader, Nuffield Department of 
Occupational Health, University 
of Manchester; Editor, British 
Journal of Industrial Medicine, 
will deliver the British Medical 
Association MACKENZIE MEMORIAL 
LECTURE. On Wednesday M. W. 
GOLDBLATT, C.B.E., M.D., M.R.C.P., 
Ph.D., D.I.H., Director, Industrial 
Hygiene Laboratories, Imperial 
Chemical Industries, Ltd., will be 
Chairman of the session on “Re- 
search in Occupational Health.” 
The speakers will be the EARL OF 
VERULAM, M.A., F.I.1.A., COMP.LE.E., 
J.P., Chairman, Enfield Rolling 
Mills, Ltd., and SIR HAROLD HIMS- 
WORTH, K.C.B., M.D., F.R.C.P., F.R.S., 
Secretary, Medical Research 
Council. Thursday morning will 
feature a lecture demonstration 
on “Weight Handling.” A. J. AMOR, 
C.B.E., M.D., M.S¢., D.I.H., Principal 
Medical Officer, Imperial Chemi- 
cal Industries Ltd., will be Chair- 
man, and the speaker will be MR. 
ROBERT MAXWELL, Senior Physio- 
therapist, Ardeer Factory, I.C.I. 
Ltd., Stevenston, Ayrshire. Also 
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on Thursday W. BLOOD, 0.B.E., M.R. 
C.S., L.R.C.P., D.I.H., Senior Medical 
Officer, J. Lyons & Company Ltd., 
will be Chairman of the meeting 
at which E. KATHARINE WILLIAMS, 
B.Sc., M.B., B.Ch., M.R.C.P., D.I.H., 
Research Group Medical Officer, 
Atomic Energy Research Estab- 
lishment, will lecture on “The Im- 
pact on Medicine and Industry of 
the Use of Atomic Energy.” In 
the afternoon PROFESSOR R. E. 
LANE, M.D., M.S¢., F.R.C.P., Nuffield 
Professor of Occupational Health 
in the University of Manchester; 
Physician, Salford Royal Hos- 
pital, will give the JOHN C. BRIDGE 
MEMORIAL LECTURE. The Anni- 
versary Dinner, at the Royal Col- 
lege of Surgeons, Lincolns Inn 
Fields, W.C.2., will follow. The 
Friday session will consider 
‘Mental Health in Industry.” L. 
G. NORMAN, M.D., B.Sc., M.R.C.P., 
D.P.H., Chief Medical Officer, Lon- 
don Transport Executive, will be 
Chairman, and the speakers will 


be R. F. TREDGOLD, M.D., D.P.M., 
Physician, Department of Psy- 
chological Medicine, University 


College Hospital, and A. HERON, 
M.Sc., Ph.D., Deputy Director, 
M.R.C. Group for Research on Oc- 
cupational Aspects of Ageing, 
University of Liverpool. The As- 
sociation extends a cordial invita- 
tion to “American colleagues in 
industrial medicine” to attend the 
Anniversary Meeting. The Asso- 
ciation’s plans will be aided if 


those who contemplate being 


present from this side of the 
water will communicate with DR. 
P. A. B. RAFFLE, London Transport 
Executive, Griffith House, 280, 
Marylebone Road, London, N.W.1., 
England. 


Institute of Industrial Health 
NSTITUTE OF INDUSTRIAL HEALTH, 
University of Michigan, at 
Ann Arbor, on December 12, 1955, 
was awarded a Certificate of 
Special Merit by the American 
Medical Association for Medical 
Television Pioneering. The pres- 
entation of the Certificate was the 
high point of the Institute’s TV 
program on occupational health 
research, in the series “Medical 
Horizons” sponsored and staged 
by Ciba Pharmaceutical Products. 
The Institute’s program, televised 
at 9:30 p.M., featured significant 
developments in research in in- 
dustrial medicine. OTTO T. MAL- 
LERY, JR., M.D., Director of the In- 
stitute, was host for the show 
which took viewers on a tour 
through the laboratories and fa- 
cilities of the Kresge Medical Re- 
search Building, describing work 
being done in the fields of derma- 
tology, toxicology, acoustics, and 
vision. Examples of practical ap- 
plication of recent developments 
were demonstrated, such as tests 
which identify those persons like- 
ly to he injured by loud noises in 
factories; tests for possible in- 
jurious effects of industrial ma- 
terials to the skin; and methods 





Presentation of the Certificate of Special Merit to the Institute of In- 
dustrial Health, University of Michigan. Left to right, William A. Hyland, 
M.D., of Grand Rapids, representing the American Medical Association; 
Otto Tod Mallery, Jr., M.D., Director, Institute of Industrial Health; Wil- 

liam T. Strauss, M.D., of Ciba Pharmaceutical Products, Inc. 
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of improving lighting conditions 
on the job. DR. MALLEY also em- 
phasized the importance of peri- 
odie check-ups for company execu- 
tives. Other participants in the 


DEAN A. C. FUR- 
STENBERG, DR. MERLE LAWRENCE, 
DR. WALTER BLOCK, DR. RICHARD 
BLACKWELL, all of the Medical 
School Faculty, and MR. WARREN 
cook, of the School of Public 
Health. 


program were: 





Died 

RTHUR VINCENT COLE, M.D., No- 

vember 2, 1955, at Indiana 
Harbor, Indiana. DR. COLE was 
born at Mauston, Wisconsin, in 
July, 1898. He graduated from the 
University of Wisconsin (B.A., 
1919; M.A., 1920); received his 
M.D. at Rush Medical College in 
1922; interned at Madison Gen- 
eral Hospital, Madison, Wiscon- 
sin and Evanston Hospital, Evan- 
ston, Illinois, 1922-23; became 
identified with Inland Steel Com- 
pany in that year, as Associate 
Surgeon, and has acted as Con- 
sultant Surgeon since 1937. Also 
he was Chief Surgeon for 
Youngstown Sheet and Tube 
Company and Standard Forge 
Company, and Local Surgeon for 
the New York Central Railroad 
and other industries in the area. 
He became a member of Central 
States Society of Industrial Medi- 
cine and Surgery, 1931, and a Fel- 
low of the Industrial Medical As- 
sociation in 1941. 


EORGE ARNOLD HARRIS, M.D., 42, 

at Toronto, Canada, January 
2, 1956. DR. HARRIS was born in 
Toronto; graduated in medicine 
from the University of Toronto in 
1938; served as Flight Lieuten- 
ant with the RCAF during the 
Second World War. On return to 
civilian life, engaged in general 
practice for six years, and then 
became Chief Medical Officer for 
Robert Simpson Company. DR. 
HARRIS was the people’s warden 
of St. Christopher-on-the-Heights 
Anglican Church. He was one of 
its charter members. For two 
years before the completion of 
the church building, which took 
place less than a year ago, the 
church services and Sunday 
School were held in his home. 


AMES A. BRITTON, M.D., 79, at 
J Altadena, California, Janu- 
ary 7, 1956. DR. BRITTON retired in 
1941 as Supervisor of Medical 
Services, International Harvester 
Company, Chicago. He had been 
identified with Harvester’s Medi- 
cal Department for 30 years. 





a “judicious combination...” 


for antiarthritic therapy 


That cortisone and the salicylates have a complementary 
action has been well established.!° In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “By a judicious combination of the two 
agents ... it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


INDICATIONS: 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABLET CONTAINS: 

Cortisone acetate’. . ..6«.. 25 mg. 

Sodium salicylate ....... 0.3 Gm. 

Aluminum hydroxide gel, dried . 0.12 Gm. 

Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) 


Calcium carbonate ...... 60 mg. U.S. Pat. 2,691,662 


. Busse, E£.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
Salicylates. Clinical Med. 11:1105 (Nov 
BRISTOL, TENNESSEE 1955). 
. Roskam, J., VanCawenberge, H.: Abst. in 
NEW YORK J.A.M.A., 151:248 (1953) 
. Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954) 
. Holt, K.S., et al.: Lancet, 2:1144 (1954). 
SAN FRANCISCO Spies, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955) 
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soothing, 





protective, 






healing” 






influence 


DESITIN 


OINTMENT 
is persistent 


because it adheres longer to the skin areas being treated . . . does 
not liquefy or crumble at body temperature, nor is it decomposed by 
secretions, perspiration, exudate, urine, or excrement. 
















Non-sensitizing, non-irritant Desitin Ointment...rich in cod liver oil... has proven 
clinically dependable for over a quarter century in...diaper rash © eczemas 


Tubes of 1 02z., intertrigo © wounds (especially slow healing) 
mel external ulcers © perianal dermatitis 





samples and reprints available from 
DESITIN CHEMICAL COMPANY @ provibenct 2. 1. 


1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 53:2233, 1953. 
2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. 
3. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 
4. Turell, R.: New York St. J. M. 50:2282, 1950. 
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~ Research 
shows 

why DaG 
out is 
stronger 













PHOTOMICROGRAPHY 
SFFS D&G gut Another leading gut 


Photomicrograph shows the Photomicrograph reveals 
smooth surface of D & G SUR- rough, frayed surface of an- 
WH AT THE 4 AN D GICAL GUT, with practical- other leading brand of gut. 
ly no fraying or roughness. This has been ground to size. 
Reason: Carefully controlled Gut processed in this way ap- 
slitting of plies plus uniform pears very uniform in diameter 
CA | N OT a F | twisting provides a smooth, to the naked eye. But the pho- 
well-bonded strand. No need tomicroscope reveals serious 
to grind it to size. Gentle pol- imperfections which may 
ishing gave the matte finish. cause fraying and loss of 
Result: the full natural strength strength when the knot is tied. 
of each gut ribbon (ply) is 
preserved; the strand is not s 
frayed by grinding. 








Photomicrographs (unretouched) by 
E. J. Thomas, Stamford Laboratory of the 


Research Division of the American 4(oF> 
Cyanamid Company, Stamford, Conn SUTURES AND OTHER : { (gy : SURGICAL SPECIALTIES 
Method used: bright field, 138x 


Material used: medium chromic gut, 
size 5-0. 









A UNIT OF AMERICAN Goanamid company 


DANBURY, CONNECTICUT 








Photomicrography shows 
why D&G gut 
is more flexible 


D&G GUT 


ANOTHER LEADING GUT 


Photomicrographs (unretouched) by E. J. Thomas, Stamford Laboratory of 
the Research Division of the American Cyanamid Company, Stamford, Conn 


Method used: dark field, 38x. 
Material used: medium chromic gut, size 00 


see exhibit On previous page 


SUTURES AND OTHER 4 SURGICAL SPECIALTIES 


DAVIS & GECK... 


? 
A UNIT OF AMERICAN Ganamid coms v) 


DANBURY. CONNECTICUT 














Since 1915... 
promoting better health 
through nutrition research 
and education. 





NATIONAL Dairy COUNCIL 


DANBURY, CONNECTICUT 





The doctor’s help is often needed if 
a busy man is to keep his waistline 
from expanding along with his respon- 
sibilities. 
Insurance statistics show mortality 
rate is high among overweight persons 
. increasing with increasing over- 
weight. Yet weight can be lost and 
desired weight maintained on a palata- 
ble diet of ordinary foods . . . easily 
obtained at the family table or chosen 
from a restaurant menu. 


Medically supervised studies on 
weight reduction show active men and 
women achieving satisfactory weight 
losses, without undue hunger or loss 
of pep .. . on diets containing approxi- 
mately equal weights of protein, fat, 
and carbohydrate. A combination of 
protein and fat slows digestion and 
absorption of nutrients, thus delaying 
the onset of hunger between meals. 


The foods included in these diets pro- 





vide all essential nutrients in amounts 
recommended for adults. Only calories 
are in deficit. Dairy foods are an im- 
portant feature of these meals because 
of their high proportion of nutrients in 
relation to the calories they provide. 
Their taste appeal and variety make 
the diet easy to follow until the desired 
weight is lost. 


Doctors! Send for the convenient leaf- 
let and diet instruction sheets contain- 
ing menus for three full meals a day for 
an entire week. Diets at two moder- 
ately low calorie levels are included. 
These diet instructions will be useful 
even where a person may require a 
different calorie level for weight loss. 
For such individuals, the physician can 
suggest desired modification, retaining 
the basic diet plan. 


These materials are yours on request 
—without cost or obligation. Simply fill 
out the coupon below and mail it today. 


The nutritional statements made in this advertisement have been reviewed 


NATIONAL DAIRY COUNCIL—A non-profit organization 
111 N. Canal Street, Chicago 6, Illinois. 
Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet 


on weight reduction. 


NAME___ 


} 1 by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion. 
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Vaseline 


Sterile Petrolatum Gauze 
Dressing & Packing Material 


especially adapted to 


a wide range of uses. By request... 
Developed to meet the professional 
MLALY demand for nasal packing, naso- 
E ek Be “plastic surgery, finger dressings, 
1 x 36 strips, = individual small area burns, pilonidal cysts, 
sterile-sealed foil-envelopes. circumcisions, vaginal packing, 
6 envelopes in carton. podiatric applications...and many 
other sizes: other surgical uses. 


3” x 18” strips, 12 to carton 





3” x 36” strips, 6 to carton 
6” x 36” strips, 6 to carton’ 


If it’s ‘Vaseline’ Petrolatum Gauze 
it’s sterile at the time of use. 


O58) Ds) 40) OL C) = On. 0 Can © OE OO) IoD) 
Professional Products Division 
NEW YORK 4, N. Y. 


VASELINE is the registered trade-mark of the 
Chesebrough Mfg. Co., Cons’d. 





confines the cold 
without confining 
the patient 


Pe ca 


CORICIDIN ‘win vumneeil 


Tablets 


(150,000 units Penicillin G Procaine) 


combats bacterial infection + relieves cold symptoms 


and for all infections responsive to oral penicillin 


CORICIDIN with PENICILLIN 


Soluble Powder 


(250,000 units Penicillin G Potassium per teaspoonful) 


Coricip1n,” brand of analgesic-antipyretic. 


*a name synonymous with cold control 
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A Laboratory and Clinical Report 


on Adrenosem® Salicylate 


(BRAND OF CARBAZOCHROME SALICYLATE) 


History 

The first investigation of a hemostat with an 
action comparable to Adrenosem Salicylate 
was made by Derouaux and Roskam! in 1937. 
They reported that an oxidation product of 
adrenalin, adrenochrome (which has no sym- 
pathomimetic properties), has prompt hemo- 
static activity. 

It was further found that various combina- 
tions of adrenochrome, notably the oxime and 
semicarbazone, produced stable solutions. But, 
these were so slightly soluble that sufficient 
concentration could not be obtained for prac- 
tical therapeutic use. By combining these 
adrenochrome compounds in a sodium salicy]- 
ate complex a stable, soluble form can be 
obtained. This complex has been given the 
generic name, carbazochrome salicylate, and 
is supplied under the trade name Adrenosem 
Salicylate. 

Roskam, in his study entitled ‘The Arrest 
of Bleeding,”’? enumerates ‘“‘the drugs whose 
efficaciousness as hemostatics have been proved 
by accurate methods in experimental animals 
and in healthy men as well....One is the 
monosemicarbazone of adrenochrome 
[Adrenosem Salicylate] 


> 


Chemistry 

Adrenosem Salicylate is a synthetic chemical. 
The full chemical name is adrenochrome mon- 
osemicarbazone sodium salicylate complex. 


Pharmacology 

Although it is chemically related to epineph- 
rine, Adrenosem Salicylate has no sym- 
pathomimetic effects. It does not alter blood 
components, nor does it affect blood pressure 


or cardiac rate.?-7 





(* U.S. Patent 2,581,850) 
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Sherber, in an early study,’ concludes that 
Adrenosem Salicylate * *‘is a potent antihemor- 
rhagic factor in those conditions in which the 
integrity of the smaller vessels is interrupted, 
and is superior to any similar material that is 
now available.”’ 

He continues, “‘From our experience it ap- 
pears that adrenochromazone complex is indi- 
cated in preventing vascular accidents incident 
to hypertension; in maintaining small vessel 
integrity; in the preoperative preparation 
where oozing from a vascular bed is antici- 
pated, as in tonsillectomies, adenoidectomies 
and prostatectomies; and as an adjunct in the 
treatment of bleeding from such surgical 
procedures.” 

Adrenosem Salicylate may be administered 
simultaneously (but separately) with any type 
of anesthetic, anticoagulant, or vitamin K 


and heparin. 
A Unique Systemic Hemostat 


Clinical investigators?-? are in agreement 
that Adrenosem Salicylate controls bleeding 
and oozing by decreasing capillary permeability 
and by promoting the retraction of severed 
capillary ends. It aids in maintaining normal 
capillary integrity by direct action on the 
intercellular “‘cement”’ in capillary walls. The 
interesting work of Fulton’ confirms this. 
Adrenosem Salicylate, since it is not a vaso- 
constrictor, has no effect on large severed 
blood vessels and arterioles. 

Adrenosem Salicylate is being used both 
prophylactically and therapeutically in thou- 
sands of hospitals, and in virtually every type 
of surgical procedure. It has also proved most 
useful in dental surgery.? 

Owings reported on the use of Adrenosem 
Salicylate in controlling postoperative adenoid 


bleeding in 102 cases.4 ‘We have used 24 mg. 





(4% ampule) intramuscularly, 15 minutes be- 
fore anesthesia for children and 5 mg. (1 
ampule) for adults.” In only one patient did 
bleeding occur. Three others showed red blood 
from the nose and mouth. These patients 
‘were then given 5 mg. intramuscularly, with 
prompt and complete control. We have also 
noticed that bleeding stopped more promptly 
on the operating table.” 

This is a 1% incidence of postoperative 
bleeding using Adrenosem Salicylate preop- 
eratively, compared to an incidence of 10% 
postoperative bleeding in all cases taken from 
previous records, without Adrenosem Salicyl- 
ate medication. 

Peele reports on the use of Adrenosem Sali- 
cylate in treating 178 patients with 24 different 
conditions.» The drug was first used to control 
postoperative hemorrhage from the adenoid 
region. He adds: ** The results were so dramatic 
that since that date [1953] Adrenosem Salicyl- 
aie has been used postoperatively to reduce 
bleeding from all otolaryngologic and broncho- 
esophagolic procedures, to treat postoperative 
hemorrhage from the tonsil and adenoid re- 
gions, and to treat selected cases of epistaxis.”” 

The effectiveness of Adrenosem Salicylate 
in controlling bleeding and oozing in 330 pa- 
tients is reviewed by Bacala.* “Our experience 
of the effect of carbazochrome salicylate on 
317 surgical indications and 13 obstetrico- 
gynecological conditions, has been therapeuti- 
cally encouraging and successful for the control 
of capillary bleeding. Foremost among the 
cases studied were 223 tonsillectomies definitely 
benefited by this metabolic hemostat, making 
a diminution of the control incidence of post- 
tonsillectomy bleeding of 19.8% down to 7%. 
It has also been found useful in gastro-intestinal 
bleeding, cataract extraction, epistaxis, inci- 
sional seepage, trans-urethral prostatectomy, 
menometrorrhagias, cervical ooze, antepartum 
and postpartum bleeding, threatened abor- 
tion, and prevention of capillary hemorrhages 
during hedulin or dicumerol therapy.” 


Side Effects 
All investigators concur that, at recom- 


mended dosage levels, Adrenosem Salicylate is 
free from toxic effects. No cumulative effects 


THE S. E. 


NEW YORK 


MASSENGILL COMPANY « 
KANSAS CITY 


attributable to the drug have been reported. 

The only side reaction noted has been a 
transient stinging sensation in the area of in- 
jection when Adrenosem Salicylate is used 
intramuscularly. As one investigator com- 
ments: ‘*The brief discomfort which attends 
the injection of Adrenosem into the gluteal 
region has not been a significant problem in 
children or adults as originally anticipated.’’5 


Indications 


Idiopathic purpura, retinal hemorrhage, 
familial telangiectasia, epistaxis, hemoptysis, 
hematuria. 

Postoperative bleeding associated with: 
tonsillectomy, adenoidectomy and 
nasopharynx surgery; 
prostatic and bladder surgery: 
uterine bleeding; 
postpartum hemorrhage; 
dental surgery: 
chest surgery and chronic pulmonary bleeding. 


Dosage 
For recommended dosage schedules, please 
send for detailed literature. 


Supplied 


Ampuls: 5 mg., 1 cc. (package of 5). 

Tablets: 1 mg. S.C. Orange, bottles of 50. 

Tablets: 2.5 mg. S.C. Yellow, bottles of 50. 
2 


Syrup: .5 mg. per 5 cc. (1 tsp.), 4 ounce 


bottles. 
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In Colds. @ @ Anywhere... Any time... 


Neo-Synephrine 


Prompt and Prolonged Decongestion 
Sinus Drainage and Aeration 


NO IRRITATION - NO SEDATION ¢- NO EXCITATION 


% Nasal Solutions 0.25%, 0.5% and 1% 
° plastic, unbreakable 
* Nasal Spray 0.5% squeeze bottle 
° ° leakproof, delivers 
° proor, 

% Pediatric Nasal Spray 0.25%, oy. is 

with Zephiran® chloride 1:5000, 

antibacterial wetting agent and preservative 

for greater efficiency 


Neo-Synephrine (brand of phenylephrine) LABORATORIES 


and Zephiran (brand of benzalkonium, 
as chloride, refined), NEW YORK 18, N. Y. » WINDSOR, ONT. 


trademarks reg. U.S. Pat. Off. 


























NIPPLE SORENESS 





} HERPES ZOSTER rapid acting.. tise penetrating. 
topical anesthesia 








© Xylocaine Ointment {a new form of the 3 
widely accepted Xylocaine) is an unusually === 
effective topical anesthetic free of irritating, 








sensitizing or toxic ——— 
© Controls pain, lichiagiand buraiey 


sensations. May also be applied — 


to prevent pain or discomfort during _ 
AURAL examination and, instrumentation. 


EXAMINATIONS 
© Available in a non: 
soluble vehicle as 2.5% 
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Cc 


Nupercainal 


Prompt and protracted topical anesthesia for the 
control of pain and itching in dermatitis, office 
surgery, anorectal disorders, mucocutaneous 
lesions, burns, and abrasions. 


Ointment, 1%, in 1-ounce tubes and rectal applicator; 
1-pound jars for office use 

Cream, 0.5%, in 1%-ounce tubes. 

Ophthalmic Ointment, 0.5%, in ophthalmic-tip tubes of 
4.0 Gm. each. 


Nupercainal® ointment (dibucaine ointment CIBA) 

Nupercainal® cream (dibucaine cream CIBA) 

Nupercainal® ophthalmic ointment (dibucaine 
ophthalmic ointment CIBA) 


e I B A Summit, N. J. 


MEDICAL HORIZONS | Monday RM 





the incidence of 


HEAVY METAL POISONING 
is higher than realized 


spells the answer 


At last, here is a dependably effective means of removing heavy 
metals from the body without danger of organ damage. Calcium 
Disodium VERSENATE is now available for oral as well as intra- 
venous therapy; the intravenous form for safe, effective, dramatic 
short-term treatment; the oral form for convenient prevention of 
exacerbations or as sole therapy for milder types of lead poisoning. 


INTRAVENOUS Complete instructions for dilu- 

tion and administration accompany the ampuls. 

The average daily dose for an adult is 1 to 2 Gm. 

NOW IN per day, given as two infusions. For children, the 
dose is not more than 0.5 Gm. per 35 pounds of body 

DOSAGE FORMS weight, given once or twice daily. Boxes of six 5cc. 


(1 Gm.) ampuls. 


ORAL Average adult dose is 8 tablets (4 Gm.) per 
day, in divided doses. For children, the dose is adjusted 
on the basis of 2 tablets (1 Gm.) per 35 pounds of body 

weight daily, in divided doses. For ease of adminis- 
tration tablets may be crushed and dissolved in 
Write for descriptive booklet. milk. In bottles of 250 tablets, each containing 500 mg. 


*Trademark of Dow Chem 


LOS ANGELES 





A COMPLETE LINE OF 
ARTIFICIAL RESPIRATION 
AND INHALATIONAL THERAPY 
EQUIPMENT FOR MODERN 
TREATMENT TECHNIQUES 





M:S-A PULMONARY 
VENTILATOR 


Effective intermittent 
positive pressure applica- 
tion of aerosols such as 
bronchodilators and bac- 
terio-static agents. Pro- 
vides complete respiratory 
tract distribution. Write 
for details. 


M:S‘A 
DEMAND PNEOPHORE 


This versatile instrument 
combines automatic inter- 
mittent positive pressure, 
and flow without pressure, 
when desired. Ideal for 
treatment of apnea and 
other respiratory emergen- 
cies. Write for details. 





PUSH BUTTON 

FLOW REGULATOR— 
Optional Equipment 

Used with the Pulmonary 
Ventilator, depression of 
push button initiates flow 
and consequent pressure builds up, insufflating 
patient’s lungs to preset pressure—then auto- 
matically cycles for expiration. Artificial respira- 
tion is thus provided. With other units, push 
button initiates flow from demand valve, and 

can be locked to provide constant flow rate. 


M-S‘-A OXYGEN 
THERAPY UNIT 


Supplies oxygen on 
inspiratory de- 
mand to patients 
with voluntary res- 
piration. Fits any 
oxygen cylinder or 
piped system. 
Write for details. 
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M-S:A PNEOLATOR 


Call the M.S.A. man on your every safety problem 


...» his job is to help you 


Self-contained automatic artificial 
respiration device that supplies 
oxygen under intermittent positive 
pressure to victims of apnea. Op- 
eration is completely automatic 
and safe. Lungs are inflated to 


predetermined pressure. Cut-off 
permits exhalation by natural re- 
coil of chest and diaphragm. Face- 
pieces for adults and children. 
Unit is protected by rugged carry- 
ing case. Write for details. 


MINE SAFETY APPLIANCES COMPANY 


201 North Braddock Avenue, Pittsburgh 8, Pa. 


At your service—84 Branch Offices in the 


United States and Canada 
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To combat susceptible infectious forms, STREPTOMAGMA 
combines potent antibacterial, adsorptive, and 
protective actions. Soothes the bowel, encourages 
formation of normal stools. For routine management in 
| other forms of diarrhea, prescribe KALPEC®?— 


fe 


pectin with kaolin in alumina gel. 


ui STREPTOMAGMA (%@ 


Dihydrostreptomycin Sulfate and Pectin with Kaolin in Alumina Gel Philadelphia 1, Pa. 





The modern approach to wound dressing 


in Hospital, Office or Industrial Clinic 


AEROPLAST oustc SPRAY-ON DRESSING 


BRAND OF VIBESATE! 


e Non-adherent—to raw wound surfaces 
e Non-macerating—allows escape of perspiration 
¢ Sterile 
e Always neat... always clean 


IT UVETIREREEEER EERE EEE? 
re - ae ‘ 


a> 8, 
Sesespepepseseeseseseeeeeeeeee088 8B 


AS A AS A AS A 

BANDAGE* SURGICAL PROTECTIVE 

laceration (shown above) DRESSING COATING 
Film dressing conforms to 
hard-to-bandage sites 

Scalp wounds 

Abrasions and Burns 

Skin eruptions 


Thoracotomy (shown above) Excoriation (shown above) 
Appendectomy Area around ileostomy 
Herniorrhaphy leared in 24 hours 
Major burns To prevent excoriation 
Vein ligations To control dermatologic 
*If hemostasis is complete, use Aer Mastectomy distress, e.g., itching or 
plast alone. If incomplete, apply ons Decubitus ulcers burning as in sunburn or 
coat of Aeroplast, a layer of gauze oison iv 

then spray gauze and surrounding P : y 

skin area with Aeroplast Under skintight casts 
Episiotomy 


easy to apply 


. Spray a light film onto aseptic dry 
wound from a distance of 6 to 12 in. 
Cover adjacent area of intact skin 
to provide anchorage 
Hemostasis should be complete 
May be applied over sutures 


Supplied in 6 oz 

aerosol-type dispenser 

Available through your 

/ surgical supply dealer 

—_— . Allow film to dry for 30 seconds. } or prescription pharmacy. 
(sufficient time for the acetone : 


C 
Noga solvent to evaporate) 
3. Repeat ‘spray and let dry” 
\™ procedure (steps 1 and 2 above) 
” two more times. 
Write AEROPLAST CORPORATION 


1. Vibesate (Aeroplast) — New and Nonofficial Remedies, 1955, p. 541. 421 Dellrose Avenue, Dayton 3, Ohio 





DALLONS 
MEDI-SONAR 


Ultrasonic Apparatus 


‘the Hatee off the Prpflsdiiue 


Every month, from coast-to-coast and in other 
lands, many hundreds of doctors are buying Dallons 
Ultrasonic apparatus. They have carefully 
compared the relative merits and have chosen the 


Medi-Sonar because of its various exclusive 
advantages. Every model is fully licensed, F.C.C. 
type-approved and C.S.A.-U/L approved. 

For descriptive professional literature, case 
histories and other pertinent information 

—and name of your nearest dealer — write to 


eS 5066 Santa Monica Blvd., Los Angeles 29 NO 4-195! 


Please send Catalog No. E 
Name ‘ ee ee 
Address 
City 
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SOLUBLE 
PENICILLIN—G 
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see 
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new superior 


ADMINISTRATION 


4 


oral penicillin 


PENICILLIN V, 


‘V-Cillin’ was developed by the Lilly Re- 
search Laboratories to fulfill the need for an 
acid-resistant penicillin—for a more depend- 
able and effective oral penicillin. 

Gastric acidity does not significantly af- 
‘V-Cillin’ is 
an acid). In contrast, 50 percent of the po- 


fect the potency of ‘V-Cillin’ 


tency of potassium penicillin G may be 
destroyed by gastric acids, in ten to thirty 
minutes. Thus, ‘V-Cillin’ eliminates a major 
variable in oral penicillin therapy, produces 
50 to 100 percent higher blood levels, and 
makes the oral use of penicillin much more 


feasible. 


ELI LILLY AND C 


30 


OMPANY-eINDIANAPOLIS 6, 


In the duodenum, absorption of ‘V-Cillin’ 
begins immediately. 


125 or 250 mg. t.i.d. May be adminis- 
tered without regard to mealtimes. 


DOSAGE: 


SUPPLIED: As attractive green-and-gray pulvules 
of 125 mg. (200,000 units), in bottles 
of 50. Also, pediatric suspension pro- 
viding 125 mg. per 5-cc. teaspoonful, 
in bottles of 80 cc. 


Gray 


INDIANA, U:S.A. 


630029 
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Experimental Carcinogenic 


Studies on Hydrogenated Coal Oils 


I. BERGIUS OILS 


W. C. HUEPER, M.D. 


National Cancer Institute, U.S. Public Health Service 


Department of Health, Education, and Welfare, Bethesda, Maryland 


N A PREVIOUS publication! the results of a 

bio-assay on carcinogenic properties of three 

fractions (heavy, medium and light oils) of 

synthetic hydrocarbon oils produced by the 
direct hydrogenation of coal through the appli- 
cation of high pressure and heat and the action of 
a metal catalyst (Bergius process) were re- 
ported. The three products used were manufac- 
tured in a pilot plant operation carried on by the 
Bureau of Mines, U. S. Department of the In- 
terior, at Bruceton, Pennsylvania. Since some of 
the mice and rats receiving cutaneous applica- 
tions or intramuscular injections, respectively, of 
these materials developed cancers of the skin or 
of the muscular and connective tissues, and in 
view of the fact that human evidence has de- 
veloped concerning a carcinogenic hazard from 
some of these materials, a more thorough and 
complete investigation of the various Bergius 
coal hydrogenation products was indicated. In 
the present studies nine different fractions in- 
cluding products of different boiling points and 
physicochemical properties, ranging from pitch 
to finished gasoline were studied. The fractions 
were obtained in a large scale production process, 
operated until recently by the U. S. Bureau of 
Mines at its Synthetic Fuels Demonstration 
Plant at Louisiana, Missouri, and were fur- 
nished through the courtesy of Mr. J. A. Marko- 
vits. 


Experimental Procedures 

HE FOLLOWING fractions of Bergius coal hydro- 

genation products were tested: 

(a) Fraction 1. Centrifugation Residue, Liq- 
uid Phase, is a highly viscous, black material 
which cannot be poured unless previously heated 
in boiling water. 

(b) Fraction 2. Heavy Oil Let-down, Liquid 
Phase is a highly viscous, blackish oily liquid. 

(c) Fraction 3. Light Oil Bottoms, Liquid 
Phase, is a viscous brown oil containing a scaly 
admixture. 
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(d) Fraction 4. Middle Oil, Liquid Phase, is a 
thin, reddish brown oil having an aromatic odor. 

(f) Fraction 5. Cold Catchpot Product, Liq- 
uid Phase, is a rather thin, dark brown oil with 
an aromatic odor. 

(g) Fraction 6. Cold Catchpot Product, Va- 
por Phase, is a thin brownish oil with an aromatic 
odor similar to gasoline. 

(h) Fraction 7. Raw Gasoline, is a thin dark 
brown liquid which quickly evaporates leaving a 
brownish red oily residue. 

(i) Fraction 8. Finished Gasoline is a thin, 
clear, golden colored liquid with a typical gaso- 
line odor. 

(k) Fraction 9. Pitch Flash Distillation Resi- 
due is a solid, black, coke-like material which, 
when extracted with benzol in a Soxhlet appara- 
tus, yields a black, tarry viscous condensate. 
Chemical analyses of the various fractions were 
not available. 

All fractions were tested for carcinogenicity 
by repeated application to the skin of mice and 
rabbits and by intramuscular injection into the 
thigh of rats. For cutaneous administration, the 
fractions were applied by dropper twice a week to 
the nape of the neck of mice and to various parts 
of the skin of rabbits. Fractions 2 to 8 were 
used as supplied. Fraction 1 was diluted with 
acetone at a ratio of 56.2 gm. of fraction 1 to 
4.7 gm. of acetone. Fraction 1 thereby obtained a 
consistency permitting its administration to 
the skin by dropper. Fraction 9 was extracted 
with benzol. The tarry material obtained after 
evaporation of benzol was used. 

For the testing of the various fractions by the 
cutaneous route, 25 male and 25 female mice of 
the C57 black strain about six weeks old, were 
used. Applications of the fractions were con- 
tinued throughout life with the exception of 
those in which fraction 9 was used. These were 
discontinued for lack of material after about 
six months. The fractions were also applied to the 
skin of rabbits. Three-month old animals of the 





Filiform squamous cell papilloma of the skin of a 

mouse painted with centrifuge residue, fraction |, 

showing ill-defined basal outlines of the pegs, and 
beginning infiltrative growth of squamous cells. 


Dutch strain were employed for this purpose. 
Each fraction was applied to the skin of 10 rab- 
bits. However, several fractions (4 cr 5) were 
applied to the same rabbit at different sites (dor- 
sal surfaces of ears and of back). The sites used 
for each fraction in the various rabbits followed 
a predetermined scheme providing for proper ro- 
tation so that each fraction was tested on each 
type of site selected. As in the mice, the hair 
was clipped with scissors during the early part 
of the experiment before more or 
less permanent loss of hair ap- 
peared for most of the fractions. 
The applications were continued 
for a maximal period of 22 
months, with the exception of 
those of fraction 9 which were 
stopped after about six months. 

For the purpose of intramus- 
cular administration, the frac- 
tions were diluted with tricapryl- 
in at a ratio of 1.1 gm. of oil to 
16.5 cc. of tricaprylin. The in- 
dividual dose of this mixture was 
0.3 cc. containing 0.02 gm. of oil. : 
The injections were made into 
the right thigh of Wistar rats 
once a week for three successive 
weeks. This regimen was _ re- 
peated after about six months 
for the rats surviving at that 
time. The rats were three months 
old at the start of the experiment. 


DEATH 


Fraciion Species 


Ci7 
Black 
Mice 


Wistar 


Controls Rats 


52 


Fig. 2. 
Warty squamous cell carcinoma with cornifications in 
the skin of a mouse painted with cold catchpot prod- 
uct, fraction 6. 


Ten rats were placed in each test series. However, 
20 rats were used in testing fraction 3 which 
caused a rather high mortality during an early 
part of the experiment. The experiment was ter- 
minated after a total observation period of two 
years, when the surviving animals were sacrificed. 

Two sets of Wistar rats, 30 in each test, served 
as controls. Thirty of them were injected with 
0.1 cc. of a 2% gelatin solution in physiologic 
saline into the marrow cavity of the right femur, 
while the other 30 rats were injected with the 


TABLE I. 


DISTRIBUTION AMONG MICE AND RABBITS RECEIVING SKIN AP- 
PLICATIONS AND AMONG RATS BEING INTRAMUSCULARLY INJECTED WITH 


BERGIUS OILS 


5-6 7-8 9-10 11-12 15-16 17-18 19-20 20-24 


14 9 
4 
1 


4 
7 
1 


Dutch Rabbits 


Ra 
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same amount of gelatin solution through a hole 
drilled through the frontal bone into the nasal 
sinuses. Rats surviving for two years were sac- 
rificed. 

Postmortem examinations were performed on 
all animals used. Histologic examinations of the 
various tissues and organs were made in all cases 
in which any significant pathologic changes were 
found at necropsy (167 out of 500 mice; 50 out 
of 100 rats; 19 out of 20 rabbits). 


Experimental Observations 

HE PERTINENT observations made in this study 

are summarized in Tables I and II. 

In addition to these tumors developing at the 
site of primary contact with the various frac- 
tions and apparently elicited by them, neoplastic 
reactions were observed also in other organs and 
tissues of all three species. One rabbit treated 
with fractions 5 to 9 showed extensive mono- 
nuclear leukemic infiltrations in the liver, ab- 
dominal lymph nodes, and pancreas. Leukemic or 
lymphomatous conditions were noted in one 
mouse treated with fraction 1, in two given frac- 
tion 3, and in 3 exposed to fraction 7. Large round 
cell sarcomas originating usually from the ileo- 
cecal lymph nodes, less often from retroperitoneal 
ones, were found in rats treated with several frac- 
tions: fractions 3, 4, 6, 7, 8 (three cases), and 9. 
Ovarian fibromas were found in one rat each of 
the series injected with fractions 1 and 9, while 
an ovarian adenocarcinoma was observed in a rat 
given fraction 3. A retroperitoneal fibrosarcoma 


Squamous cell carcinoma in the skin of a rabbit 
painted with heavy oil letdown, fraction 2. 
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TABLE II. 
BENIGN AND MALIGNANT TUMORS AT SITES OF PRI- 
MARY CONTACT (SKIN AND TISSUES OF THIGH) 
Species 


Rabbit Rat 


Mouse Adenoma 


Fraction Pap. Ca. Pap. Ca. Sa. Sebaceous gland 


0 
v0 


nnn es 


l 
1 
1 
1 


t 


0 
4 


Total 6 10 18 10 2 1 

The papiliomas of the skin in mice and rabbits were usually 
broad based filiform projections of connective tissue covered by 
a stratified and cornified epithelium. The carcinomas were of 
the squamous cell variety. The sarcomas in rats were fibrosar- 


comas (Figs. 1-5). 


was noted in a rat injected with fraction 7. A 
small squamous cell carcinoma of the lungs (Fig. 
6) was found in a rat treated with fraction 9. In 
the 100 rats used a total of 13 tumors located dis- 
tant from the oil deposits was noted, of which 11 
were malignant. Among the 60 Wistar rats used 
as controls, four had round cell sarcomas of the 
abdominal lymph nodes, five exhibited spindle 
cell sarcomas of the liver of which one was de- 
finitely related to the presence of a parasitic in- 
fection and originated from the wall of the cyst. 
One of these rats had, moreover, a squamous cell 
papilloma of the fore stomach. An adenofibroma 
of the breast existed in another rat, making a 


ig 
im 


Diffuse and broad squamous cell carcinomatous coat- 
ing of the skin of a rabbit painted with light oil bot- 
toms, fraction 3. 





Sebaceous gland adenoma of the thigh of a rat in 
jected intramuscularly in this area with raw gasoline 
fraction 7. 


total of 11 tumors, of which nine were malig- 
nant. None of them developed at the site where 
gelatin was injected. 


Comment 

COMPARISON of the incidence and variety of 

tumors found in these two groups of rats as 
well as observations previously reported? on the 
and frequency of “spontaneous” 
tumors in rats of the Wistar strain practically 
excludes the possibility that the tumors found in 
the test series remote from the site of deposition 
have any relation to the injected. 
Whether the leukemic reactions noted in one rab- 
bit and six mice are causally related to the oils 
cutaneously applied is uncertain. 

An analysis of the mortality data and the yield 
of benign and malignant neoplasms developing at 
the sites of primary contact, on the other hand, 
shows that with the exception of finished gasoline 
Bergius products possess carcinogenic properties 
for mice, rabbits and rats. Since none of the mice 
and only a few of the rats used survived, because 
of the high toxicity of the products, for a period 
equivalent to the normal life span of the two 
the evidence on hand reveals mainly 
neoplastic reactions which might be expected to 
occur during the early parts of the latent period. 

This interpretation is at least in part suggested 
by the much higher yield of benign and malig- 
nant cutaneous tumors found in the rabbits. Con- 
sideration, however, must be given to the distinct 
possibility that rabbits may be more susceptible 
than mice and rats to the carcinogenic action of 


occurrence 


causal oils 


spec ies, 


Small squamous cell carcinomatous focus in the lung 
of a rat intramuscularly injected with the benzol ex 
pitch flash distillate 
fraction 9. 


tract condensate of residue 


the oils tested, since observations to this effect 
have been reported in connection with the testing 
of various petroleum oils,*’ some of which proved 
to be carcinogenic in rabbits while not having 
such an effect in mice. The findings nevertheless 
indicate, if an attempt at a comparative assess- 
ment of the degree of carcinogenic potency of 
these Bergius products is made, that they are 
apparently of distinctly lower carcinogenic power 
than that possessed by common coke oven tar. In 
an experiment in which coke oven tar was applied 
to the skin of 50 C57 black mice twice a week, the 
first papillomas appeared after four months and 
all mice surviving for six to seven months ex- 
hibited well developed warty carcinomas. Special 
mention may be made of the fact that carcino- 
venic properties were present in rather low boil- 
ing fractions including impure gasoline, although 
there was evidently a gradual decrease of such 
qualities in the different products following the 
drop in their boiling points. These observations 
correspond to some previously made in connec- 
tion with the testing of petroleum and coal tar 
Carcinogenic potency demon- 
strated through the application of such materials 
to the skin of mice not only for high boiling frac- 
tions but also for some of the lower boiling range, 
such as methylated naphthalenes. The recently re- 
ported occurrence of skin cancers in man follow- 
ing occupational exposure to cutting oils and the 
successful experimental production of cutaneous 
carcinomas in mice painted with such oils, pro- 
vide additional evidence indicating that hydro- 


fractions. was 
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carbon products of a medium and low boiling 
range obtained from petroleum or tar or 


shale oil may contain carcinogenic factors.*:8:9: 10,1 


coal 


Conclusions 

NINE different fractions covering the entire 

range of fractionation products obtained 
through the direct hydrogenation of coal by the 
Bergius process were tested for carcinogenic po- 
tency on mice, rabbits and rats by cutaneous and 
intramuscular administration. Eight of the nine 
fractions ranging from pitch to unfinished gaso- 
line, elicited carcinomatous or  sarcomatous 
lesions in one or all species and by one or both 
routes of The reported observations 
made on large-scale production samples confirm 
and extend those previously recorded on experi- 
mental products of the same type. 

2. The degree of carcinogenic potency of the 
various fractions tested seemed to decrease in a 
general way with the decrease of the boiling point 
of the fraction. 

3. There were distinct differences in carcino- 
genicity of the individual fractions for the three 
species tested, again providing evidence support- 
ing the view that several species should be used 
for the screening of chemicals for carcinogenic 
properties. 

1. In comparison to coke oven tar the various 


exposure. 


“Best Producers’ 


sJangor, 
workers for nearly 30 years. Of company’s 380 employees, 30 are physically handicapped. 
Of 
include: 
because of her unusual aptitude and capability. Operating a toe-lasting machine, she 
A badly-crippled ex-sailor averages $70-$80 


are called “best producers” 


Maine, shoe manufacturing 


these, 25 are deaf 


averages $45-$50 weekly on piece work. 


the Engineering 


cinoma 


and Squamous 


| 


concern, 


Bergius oil products exhibited a mederate to 


mild carcinogenic potency. 
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ANDICAPPED workers help cut operating costs, improve plant-community relations, 
by Leo Viner, Personnel Manager, Viner Brothers, 


which has employed handicapped 


four with severe impairments in addition. Typical employees 
A deaf girl who was chosen to demonstrate the company’s new machines 


weekly as a handsewer, wears “the widest grin in the plant,” although five years ago 


he was considered a despondent ‘misfit’ by the community. 


A deaf woman picked up 


stitching so fast she was made a trouble shooter and now supervises “normal” stitchers. 
Deaf workers are considered the best available recruits in the labor market by the 


personnel manager who yearly gets list of graduates of Maine School for the Deaf, which 


he combs for residents of Bangor area. Deaf workers are trained in pairs. Two years 


ago, the company set up a training program for handsewers, of whom 25 were severely 
handicapped. The city of Bangor furnished instructors; the company furnished quarters 
and material, and the Maine State Department of Rehabilitation helped set up training 


procedu res. 
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Ca uses of Deatness 


ROGER G. CONANT, M.D., Assistant Surgical Director 
Division of Industrial Surgery and Hygiene 
Travelers Insurance Company 


Hartford, Connecticut 


r INDUSTRY is eventually to reimburse its em- 
ployees for loss of hearing sustained as a re- 
sult of industrial exposure, it might be 
profitable for it to examine other causes of deaf- 
ness for which no liability should be assessed. 

As may be noted in the accompanying tabula- 
tion, the causes of hearing loss are numerous. 
The audiogram will reveal hearing loss but the 
type and its cause are a complex problem only re- 
solved by a skilled otologist after careful correla- 
tion of history and physical findings. 

Deafness for convenience sake can be classified 


noise 


under four groupings. These are deafness due to 
either destruction or disturbance of the central 
sound reception areas in the brain, deafness due 
to cochlear nerve damage often termed perceptive 
deafness, deafness due to damage to the sound 
conduction mechanisms in the outer and middle 
ear, and, finally, a mixed type of deafness due to a 
combination of two of the previously noted types. 


Central Nervous System Deatness 
JOR SOUND to be heard, it must be recognized as 
such by the integrating mechanism of the 


OUTLINE OF 


Nervous System Deafness: 
I. Brain hemorrhage 
(a) Arteriosclerotic 
Sive. 
(b) Aneurysmal. 
II. Hysterical or neurotic aphasia. 
ITI. Epilepsy. 
Nerve or Perceptive Deafness: 
I. Trauma to skull, fracture of tempor- 


Central 
spontaneous: 
hyperten- 


al bone. 
Il. Electric 
III. Caisson 
IV. Toxic 
quinine, 
mycin. 
Infection: 
(a) Cerebrospinal meningitis. 
(b) Mumps. 
(c) Tuberculosis. 
(d) Typhus fever. 
(e) Searlet fever. 
Meniere’s disease. 
Allergic (Von Fankl-Hockwart 
drome) 
Acoustic neuroma. 
Pulsations of carotid artery. 
Multiple sclerosis. 


shock. 

disease. 

alcohol, tobacco, 
dihydrostrepto- 


chemicals 
salicylates, 


syn- 


CAUSES OF 


brain. Lesions of the cortical hearing centers of 
the medulla may be caused by spontaneous vessel 
hemorrhage or ruptured aneurysmal hemorrhages 
and thromboses of the posterior inferior cerebel- 
lar artery. Such lesions, which cause auditory 
aphasia and vertigo, may be recognized by ac- 
companying unilateral pupillary dilatation, vocal 
cord paralysis, and hemianesthesia of the face 
which are the more common features of a cere- 
brovascular accident. 

A hysterical deafness may be termed an audi- 
tory aphasia because of the subconscious block- 
ing of the pathways between the auditory center 
and the recognition centers which interpret sound 
reception. 

An epileptic convulsion may be followed by a 
transient total deafness of central origin. 


Nerve or Perceptive Deafness 
IRECT severance of the cochlear portion of the 
auditory nerve can occur as a result of a 
fracture through the petrous portion of the tem- 
poral bones of the skull. Such an injury with re- 
sultant hemorrhage into the inner ear may cause 


DEAFNESS 
XI. Rhesus factor sensitization. 
XII. Anemia. 
XIII. Periarteritis 
drome) 
XIV. Measles. 
XV. Congenital: 
(a) Syphilis. 
(b) German measles. 
Tetanus antitoxin. 
Presbycusis. 


nodosa (Cogan’s syn- 


XVI. 
XVII. 
XVIII. Noise. 
Conductive Deafness: 
I. Otosclerosis. 
II. Tumors: 
(a) Adenoids. 
(b) Epitheliomata. 
(c) Osteomata. 
(d) Fungus growths. 
(e) Non-chromaffin 
ma. 
III. Metabolic 
IV. Infection—otitis media. 
V. Blast injury—tear of tensor tympani. 
VI. Foreign bodies. 
VII. Congenital. 
Malingering and Neurosis. 


paraganglio- 


calcium deficiency. 
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a mixed deafness combining partial damage to 
the cochlear nerve and a conductive deafness of 
the middle ear. If such a fracture causes an in- 
complete severance of the nerve, the patient may 
complain of tinnitus and exhibit a diminution of 
perception of tones of the higher frequency levels. 
The Weber test will usually lateralize the vibra- 
tions to the healthier side. Electric shock and de- 
compression deafness seen in caisson disease may 
be similar in signs and symptoms. 

Numerous organic chemical materials, such as 
alcohol, tobacco, quinine, salicylates, dihydro- 
streptomycin, and possibly terramycin, have a 
tendency te injure the acoustic nerve and cause 
temporary or permanent nerve deafness. The 
onset of this type of deafness is usually preceded 
by tinnitus. 

Complications of infection, such as that noted 
in the fourth week of cerebrospinal meningitis, 
the meningitis of mumps and tuberculosis, typhus 
fever and scarlet fever, may account for a uni- 
lateral or bilateral deafness which may be com- 
plete and permanent. 

Meniere’s disease and the allergic deafness de- 
scribed by Von Fankl and Hockwart may both ac- 
count for degrees of neural deafness. The deaf- 
ness of Meniere’s disease is usually that of the 
lower tones. The deafness of the Von Fankl-Hock- 
wart syndrome is usually preceded by aural pain 
and accompanied by facial paralysis with a rash 
and swelling about the ear. 

Other pathologic conditions affecting the coch- 
lear nerve are the acoustic neuromas, pulsations 
of the carotid artery, multiple sclerosis, rhesus 
factor sensitization, anemia and _ periarteritis 
nodosa or multiple inflammed lesions about the 
arteries of the ear. Oliner describes Cogan’s syn- 
drome of interstitial keratitis or eye inflamma- 
tion and bilateral deafness in young adults, which 
has a rapid onset and is non-syphilitic in origin. 

Measles in children may terminate in a pro- 
gressive type of perceptive hearing loss. The 
residual signs of congenital or hereditary syphi- 
lis, which include deafness, are rarely observed in 
the past few years, but the congenital deformi- 
ties and deafness which result from maternal 
German measles in the first trimester of preg- 
nancy are occasionally noted. 

A sudden deafness or persistent tinnitus is 
occasionally noted after a tetanus antitoxin ad- 
ministration. This may be accompanied by a gen- 
eralized urticarial skin rash. 

Presbycusis, or the nerve deafness that ac- 
companies the aging process in man, cannot be 
differentiated from industrial noise deafness. It 
is apparently progressive in nature, with the 
greatest loss of hearing being at the higher fre- 
quencies with increasing age. Similar to indus- 
trial noise deafness, there is the characteristic 
4096 cycle dip. 

For completeness sake deafness due to pro- 
longed exposure to noise levels above 90 decibels 
is included in this section. Such noise evidently 
causes a mechanical fatigue and finally destruc- 
tion of the fibers of the organ of Corti located in 
the cochlea. 
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Conductive Deafness 
CONDUCTIVE deafness with a normally appearing 

* tympanic membrane is seen in otosclerosis. 
This condition which is often of a familial nature 
appears in the 16-30 year age group. The female 
sex is more affected than the male. These indi- 
viduals complain of a tinnitus and state that they 
hear best in a noisy environment. Air conduction 
of sound may be lost to them but their bone con- 
duction is normal to increased. 

Tumors and adenoidal hypertrophy of the 
nasopharynx block the orifice of the Eustachian 
tube and cause degrees of deafness. The external 
auditory canal may be the site of epitheliomata, 
osteomata, fungus growths, and may harbor 
foreign bodies, such as wax, water or eczematous 
discharges, all of which will cause degrees of 
deafness. A chronically draining, highly vascular 
polypoid mass in the external canal accompanied 
by the symptoms of buzzing and roaring in the 
ears may disclose a deafness producing non- 
chromaffin paraganglioma. 

A clonic, contracting tensor tympani accom- 
panied by a fluttering type of deafness may be 
caused by a calcium deficiency. 

Antibiotics under certain conditions may be re- 
sponsible for diminution of sound perception. 

Whether there will be an increased incidence 
of deafness in children following the antibiotic 
treatment alone, as opposed to the antibiotics plus 
prompt myringotomy in acute otitis media, awaits 
to be seen. Rarely do pediatricians do a myringot- 
omy with antibiotic therapy in acute otitis media 
when there is a rapid subsidence of swelling, 
pain, and temperature. Otologists contend that 
deafness will ensue when there is retention of the 
incompletely resolved effusions that accompany or 
follow an otitis. In a chronic middle ear infection 
there will usually be an unhealed or perforated 
drum with chronic drainage. Individuals with a 
chronic middle ear infection will exhibit a greater 
loss for the lower tones in air conduction and a 
normal bone conduction both of which are dif- 
ferentiating signs from deafness due to indus- 
trial noise. 

A sudden blast explosion or loud noise will 
cause a tearing of tympanic membrane which will 
result in a temporary low-tone deafness. A re- 
covery, if it is to be expected, usually occurs with- 
in two months. If there is no recovery a perma- 
nent high-tone deafness will be noted. 


Neurosis and Malingering in Deafness 

HE NEUROTIC malingerer will always be a chal- 

lenge to those doing ear examinations. Neurot- 
ic or hysterical deafness was noted as an audi- 
tory aphasia in the paragraph on central nervous 
system deafness. Many neurotics do not complain 
of tinnitus, which is a premonitory symptom of 
approaching deafness. The neurotic may state 
that loud noises cause annoyance or pain. The re- 
sults of labyrinth testing are usually normal in 
these individuals, and sodium amytal narcosis 
may reveal the reasons behind the complaint. 
Audiograms will not be consistent and will be 
saucer-shaped with rises at both ends. 





The malingerer will often feign unilateral deaf- 
ness. He may deny transmission of tuning fork 
sound to either ear. He will also have a normal re- 
sponse to labyrinth tests. The reversed stetho- 
scope tests may prove of value in these cases. 


Summary 
‘THIS brief outline of the causes of deafness is 
made in an effort to encourage industry which 
has a potential noise hazard, to survey its plants. 
If noise areas are found, corrective engineering 
measures should be taken to eliminate the noise 
at its source. If these measures are impractical, 
protective equipment should be used by employees 
working in these areas. 

New employees should be examined by audio- 
meter study prior to being hired for work in noise 
areas and prior to being transferred into noise 
areas. An employee with defective hearing should 
be subjected to medical examination. He may 
have a type of deafness that would be aggravated 
by further noise exposure. 

(700 Main Street.) 
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The Cancer Patient 


note that the causes 


I WOULD like to 
were discovered largely by the practicing physician, the dermatologist, the surgeon, 
firmly believe that if the 


the pathologist, practitioners who were 


of the 


seeing patients. I 


cancers about which we know most 


practicing physicians of this country were to concentrate on this particular problem 


and try to do a thorough piece of investigation, the number of known causes of cance) 


would increase rapidly. It is the general practitioner who first sees the cancer patient. 
He often knows the patient well. He often possesses knowledge of where and under 


what conditions the person has worked, and to what possible carcinogens he has been 
exposed. It would be well worth while if the practitioners of this country, who individu- 


ally do not see too many cancers in a year’s time, would devote themselves to trying 


to determine what might have been predisposing factors in causation of cancers in 


the patients they see in consultation. 


From 


“Multiple Views on the Causation of Cancer,” 


Bulletin, New 
October 


York 


1955 


by Haroitp L. STEWART, in 
Academy of Medicine, 
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IT] Congreso Americano 


de Medicina del Trabajo 


CARACAS, VENEZUELA 


November 13- 20, 1955 


HEDWIG 


~ 


KUHN, M.D. 


Hammond, Indiana 


cy OCTOBER 11 Delta Airlines’ DC7 took off 
/” from Chicago’s Midway Airport headed for 
New 
ezuela, 


Orleans, Cuba, Jamaica, and Caracas, Ven- 
carrying two delegates from the United 
States who also, special assignment, repre- 
sented the Journal of Industrial Medicine and 
Surgery. This Third American Congress on Oc- 
Medicine called by the parent 
organization, the Union Americano de Medi- 
cina del Trabajo, and offered a week’s program 
with the backing and cooperation of the Min- 
isterio del Trabajo, the Ministerio de Sani- 
dad, the Instituto Nacional de los Seguros So- 
ciales, the Instituto Nacional Nutricion, 
and many other important organizations in 
South America. The III headed 
by Prof. Dr. Jose Pedro Reggi, Director General 
of the parent organization, and Dr. Jesus Yerena, 
Presidente of the II] Congreso itself, with Dr. 
Alevandro J. Rhode, serving as Secretario Gen- 
eral. 

We were met at the Caracas airport by a polite 
the blue, yellow and red 


Congress 


by 


cupational was 


de 


Congreso was 


man wearing 
badge of the 
with the title *“Protocol.”’ 
This was the beginning 
of our introduction 
full in 
which is a unique experi- 
ence for an American. 
Our taxi traveled over the 
superbly engineered new 
highway from the airport, 
which is directly on the 
coast the foot of the 
mountains, to Caracas, 
which is up in the valley, 
deep in the quite high 
mountains. The express- 
way dove through two 
tunnels cut directly 
through mountain rock, 
one of them a mile long, 
lighted and designed on a 
par with the Holland Tun- 
nel. In 30 minutes we 
found ourselves at the 
famous new streamlined 
Tamanaco Hotel, located 
part way up the side of a 


young 


to a 


course protocol, 


at 


~ 


Dr. Hugh 
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The two delegates—Dr. 


mountain facing over the city of Caracas and the 
long valley in which it lies. Our rooms looked 
down on a beautiful pool, gay sun chairs, and 
bright lawns, and out over the whole city into 
the cloud-draped mountains on both sides of the 
valley. 

The Americans attending this Congress were, 
Dr. and Mrs. Logan Robertson, of Asheville, 
North Carolina; Dr. Ralph Schneider, Standard 
Oil (New Jersey); Dr. W. E. Wakeley, Jr., 
Standard Oil (New Jersey); Dr. B. E. Bennison, 
Esso of New Jersey; Dr. M. L. Amdur, of Buf- 
falo; Dr. Russell Carroll, of Esso Oil based in 
Aruba; Eugene Tryce, an engineer with Point- 
Four Program based in Colombo; William A. 
McQuary, an engineer with USA International 
Cooperation Administration, based in Caracas; 
Capt. Harry C. Oard, (MC) USN, based with 
U.S. Naval Mission in Lima, Peru, and our- 
selves. Interesting people, and doing a very cap- 
able job, were the three interpreters: Carlos M. 
Jané, a Spaniard living in Montreal, who trans- 
lated English to Spanish; Mrs. Delores Dove, 
of New York, who trans- 
lated Spanish to Eng- 
lish; and Mary Coram, of 
Washington, D.C., who 
translated English into 
Portuguese and _ Portu- 
guese into English. We 
all, of course, used the 
simultaneous — translation 
equipment of earphones. 

The session opened with 
considerable formality, 
Sunday, November 13, in 
one of the beautiful mod- 
ern auditoriums of the 
University City. Ciudad 
Universitaria it 
called) is, incidentally, a 
tremendous institution. 
Because of the possibility 
of earthquakes in Vene- 
zuela, everything is made 
of heavily reinforced con- 
crete, very modern in de- 
sign, using bright colors, 
and all in good taste and 
functionally perfect so far 


(as is 


Hedwig S. Kuhn and 
A. Kuhn. 
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The meeting was opened by the Minister of Work, Dr. Carlos Tinoco Rodil. 


as acoustics, arrangement, equipment and at- 
tractiveness are concerned. The Minister of 
Work (we would call him Minister or Secretary 
of Labor), Dr. Carlos Tinoco Rodil, opened 
the session, which was short but impressive— 
the flags of the nations set against panel wood 
behind the speakers’ table. An enormous staff 
of press photographers kept flashing pictures 
throughout. We adjourned for the day after 
this inaugural session, to stroll through the 
university, and return to the hotel by char- 
tered buses. Later a cocktail party was given by 
the Creole Petroleum Company in the unique set- 
ting of an attractive Doctors’ Club complete with 
out-door patio, swimming pool, soft lights, tables, 
good liquor, hors d’oeuvres, and good company. 


HE PROGRAM for the week included six “offi- 

cial” papers, a number of so-called “confer- 
ences” (informal sessions without benefit of in- 
terpreters), guest-of-honor papers, informal and 
formal entertainment, and field visits. The offi- 
cial papers were given by Dr. Jose Pedro Reggi, 
on ‘Medico-Social Problems in Rural Areas’; 
by Dr. Rafael Risquez I., on “The Heaith Prob- 
lems of the Petroleum Industry”; by Dr. Fer- 
nando Boccolini, of Brazil, on ‘Rehabilitation 
Problems”; by Dr. H. S. Kuhn, on “Vision in 
Industry”; by Dr. Rafael Penalver, on ‘Man- 
ganese Toxicology.” 

The guest-of-honor papers were given by Prof. 
Alfonso de la Fuente Chaos, who discussed “‘Medi- 
cine and Social Security”; Prof. E. W. Baader, of 
Germany, who discussed “Manganese”; Dr. Jose 
Yerena, “Work Accidents and Social Security’; 
and Dr. Warner Ehrhardt, of Germany, also on 
““Manganese.” 

Then there was an evening session, more on the 
informal side, during which Dr. Logan Robert- 
son presented the color slides of his Mobile In- 
dustrial Health Unit. This concept of industrial 
medicine had tremendous appeal and obvious ap- 
plication. A most enthusiastic session gathered 
to hear Dr. Hugh A. Kuhn present a sound film, 


slides, and a discussion on ‘‘Acoustic Trauma.” 
This was attended, not only by the Congress 
members, but also by the ear, nose and throat 
doctors of Caracas and several near-by Venezue- 
lan cities. 

The second day of the week we were driven in 
buses, with motorcycle escort, to the airport (the 
entire Congress of over 150 people), and were 
flown to the Shell Refinery at Cardon, not far 
from Maracaibo where the ‘black gold” of Ven- 
ezuela is pumped up from under the huge lake, 
and brought by pipe line to several refineries of 
which Shell is a very large one. Arriving at Car- 
don, which was really tropically hot, the Shell 
Petroleum people met us in buses to start a well 
organized day. After being briefed by Super- 
intendent W. F. C. Mackie and Medical Director 
Dr. Manuel Rodriquez Navarro, we were taken 
through the entire refinery by bus with full ex- 
planation given by guides in each bus, all of 
them top management. The Medical Director 
told us that they had had a tremendous cam- 
paign for a reduction of accidents—which had 
gone down in number from 815 in 1951 to 435 
in 1955. Public and industrial relations were 
good, with no intoxication in five years (which 
seemed to be very impressive in their minds) ! 
They had all the services: prenatal, babies born 
in the hospital, pediatrician, pre-school physical, 
sanitation, nutrition and food preparation, and 
a dentist. Their doctors had a starting salary of 
$600 a month and maintenance, which is a fur- 
nished house, electricity and water, stove, and 
refrigerator. The Senior Staff have a three-bed- 
room house, the Junior Staff a duplex. After go- 
ing through the refinery, we went to the Country 
Club for cocktails. This social event always is a 
pleasant and a lengthy one, everyone talking with 
the utmost animation, but always standing. We 
were told again, what we already knew, that if 
one is really going to understand and participate 
in any of the South American countries’ func- 
tions, one must be able to stand and talk by the 
hour, this being quite an accomplishment for 
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Americans who sit for everything they do. The 
cocktail hour was followed by a delicious buffet 
lunch, and tuen we were driven back to the air- 
port to our chartered planes, and flown back to 
Caracas in the late afternoon. 

One of the interesting “musts” was our visit 
to the Panteon Nacional where we officially laid 
flowers on the tomb of the Liberator Bolivar. 
Then, too, there was a visit to the rehabilitation 
centers at the seashore, and a luncheon at the 
Instituto Nacional de Nutricion, where we were 
served typical Venezuelan foods and wines. 


[? IS difficult to report the content of the papers 

given, not because of language difficulties, but 
because, actually, the South American concept 
of industrial medicine is focused in almost its 
entirety on social security, compensation, govern- 
ment functions in the field of workers’ health, 
nutrition, insurance services, etc. With the ex- 
ception of the German doctors and ourselves, I 
can say honestly that Dr. Robertson’s, my hus- 
band’s, and my own papers were the only truly 
medical papers given to this group, i.e., papers 
with real medical content. 

Dr. Rafael Risquez I., Medical Director of the 
Creole Cooperation, who discussed a study of 
health conditions in the petroleum industry, told 
us some interesting details. They surveyed the 
physical findings in 1954 of over 13,000 workers, 
using IBM cards, and studying over 2000 cases 
in detail. The studies were all voluntary, and on 
a confidential basis, including people from 25 to 
35 year age groups. The study took two hours 
per man, not counting laboratory and x-ray. Only 
8°, of their workers did not live with a family. 
Sanitary conditions of the mother and the family 
were studied, finding adequate water in the 
house, and sanitation, including the degree of 
crowding. Sixty percent of the workers have 


The President of Venezuela, General Marcos Perez 
Jimenez, greeting Dr. Hugh A. Kuhn, representing 


the United States delegation. 


good bath water and sanitation, with adequate 
recreation. The nutrition study was most inter- 
esting, showing that an increase in salary did 
not improve the nutrition, with .2° of the work- 
ers having a deficiency diet in the high income 
group. An improvement in nutrition needs not 
only education as to what to eat, but also to 
make what they need to eat available in local 
markets. There seems to be a vitamin deficiency 
in fruits and vegetables. They noticed one pecul- 
iar thing: there were a great many cases of 
mumps in the petroleum industry; no one knew 
why. While the doctor presenting this paper did 
not draw any conclusion, it seemed to us, and to 
Medical Directors of the petroleum industry, 
that it showed pretty conclusively that the pe- 
troleum workers’ environment and work were 
healthy ones. 


Left to right: Carlos Jane, interpreter, English to Spanish; Mary Coram, interpreter, English to Portuguese; Dr. 
Hugh Kuhn; Dr. Hedwig Kuhn; Dr. Silvestre E. Rincon, Maracaibo, Venezuela; Russell Carroll, Aruba; W. E. Wakeley, 
Standard Oil (New Jersey); Delores Dove, interpreter, Spanish to English; B. E. Bennison, Esso Standard Oil. 
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Frankly, we were shocked at the socio-economic 
emphasis, and considerably troubled, feeling that 
there were many doctors present who would like 
to have had more basic industrial medicine 
facts that they could use in the administration 
of medical programs in large and small indus- 
tries. There were some who felt that there might 
be developed a separate organization for indus- 
trial medicine per se. Many South American 
industrial physicians did not know the true set- 
Industrial Medical Association, think- 
ing we were a part of our government and/or 
worked under the auspices of other groups. They 
were surprised and delighted to find that the 
Industrial Medical Association was an independ- 
ent organization of doctors, and they also were 
delighted to find that they could, as individuals, 
be members of the Industrial Medical Associ- 
that it not limited to United 
already having members from 


up of ow 


ation, and was 


States doctors, 
other nations. 

! IS RECOGNIZED, of course, that all of the South 

American have a totally different 
concept in government from the have; 
that there are dictatorships that might be bad, 
and dictatorships that are very good. But, never- 
the government controlled the economics 
of each country, and, in measure, 
therefore, the lives of their doctors—what they 
did and how they did it. This, in Venezuela, did 
bring large sums of money to the university and 
research institutions, and it did bring a measure 
of medicine to the thinly settled rural interior 
areas that might not otherwise have been possi- 
ble It seemed to us, as the other 
American delegates, that an increased effort on 
the IMA might bring individual 
industrial medicine in the South 
the activities of our 
extend the interest and 


nations 
one we 


theless, 


considerable 


well as to 
the part of 

doing 
American countries, into 
organization. We tried te 

hospitality of our group and its officers and in- 
dividual members to each and every South Amer- 


doc tors, 


ican doctor we met. 

Adding to our own worthwhile experiences 
during this week were Dr. Alfonso Bortone, 
Medical Director of Creole Cooperation in Cara- 
cas; Dr. Diego A. Blanco, Medical Director of 
the Iron Mines Company of Venezuela (Bethle- 
hem located in the Southern part of 
Venezuela near the Orinoco River, and their In- 
dustrial Relations Director, Henry Ristorcelli. 
These folks really put themselves out to tell us 
of the work of Bethlehem Steel at the surface 
mines, river ports, and reloading ports. 
We spent a delightful evening with Mr. and Mrs. 
Storms, top Bethlehem Steel engineer in 
Caracas. Incidentally, engineers are called doc- 
tors in South America. Dr. Storms is one Ameri- 
can who really understands the sensitiveness and 
South-of-the-Border friends. 


Steel 


ocean 


Frank 


complexity of our 


ON OUR return flight we stopped off in Panama 

City to see Dr. and Mrs. James Townsend. 
Dr. Townsend is now Chief of the Field Party 
Operations Mission in Panama, and has done a 
magnificent job, one that his many, many friends 
of the Industrial Medical Association should 
know about in detail. Among other things, Dr. 
Townsend told us that when he got to Panama, 
no one knew anything as to what the problems 
were that existed; to what extent they existed; 
and what could or could not be done about them. 
Tuberculosis was and is a serious problem. When 
he arrived there, they had no beds, and there 
were 35 deaths per 100,000 people. He set up a 
program in which 390,000 people were skin 
tested, 200 vaccinated, and a x-ray pro- 
gram started in which the government gave the 
mobile unit, x-ray technician and chauffeur, and 
where 75,000 people had been x-rayed by May 


mass 


of 54. Much laboratory work and streptomycin 
were administered by a large and successful out 
patient department. 
was organized, and local hospitals now x-ray all 


Follow-up work by nurses 
admissions except emergencies, so that 75 cases 
a day are processed, and 400 to 5000 are filmed 
each month. The government is expected to take 
over this project by ’57, as it has already taken 
over the skin testing program. This is the way 
the Point-Four Programs operate. 

Dr. Townsend also organized a sanitary engi- 
neering section run by three Panama engineers 
who were trained in the States on scholarships 
with the understanding that they be given a job 
on their return. There also has been organized 
training in garbage disposal, water supply, sew- 
age, elimination of flies, and helping the local 
government reorganize its own sanitary depart 
ment in health education. Here, a man was sent 
to Ann Arbor for training, and then turned ove 
to the government, working with the 
PTA’s, and using many of our educational poste) 
techniques. Some concentrating on 
nursing-school situation, one of them teaching 
in the school, and one bringing up the standards 
of the mental health hospitals. There are social 
welfare workers who tie in with the Minister of 
Health and the Minister of Social Welfare and 
Labor on hospital administration, supplies, rec 
ords, and business administration. The idea of 
the whole plan is to anticipate government fi 
nancial support being increased and U.S. support 
being decreased. Dr. Townsend’s office works 
closely with WHO Headquarters in Guatemala 
with special reference to rural problems, as good 
roads are almost non-existent in Guatemala. 

It is our hope that Dr. Townsend will be in- 
vited soon by the IMA, not only to visit with 
old friends—-whom he misses very much, and 
who miss him very much—but also to tell us of 
his truly unique and important work. 

(112 Rimbach Street.) 
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Rehabilitation Under 


Workmen’s Compensation in California 


LISBETH BAMBERGER 


Formerly Research Economist, Institute ol Industrial Relations 


wn THE recent advances in the techniques 


and methods of rehabilitation, the need to 
make rehabilitation an integral part of a com- 
plete system of workmen’s compensation has be- 
come increasingly compelling. Financial compen- 
sation for an injury incurred on the job can no 
longer be considered a sufficient objective. 

The case for the integration of rehabilitation 
into workmen’s compensation has been stated 
unequivocally by the Under Secretary of Labor, 
Arthur Larson: “It is too obvious for argu- 
ment that rehabilitation. is the most satis- 
factory disposition of industrial injury 
from the point of view of the insurer, the em- 
ployer, and the public, as well as of the claim- 
ant. It is probably no exaggeration to say 
that in this field lies the greatest single oppor- 
tunity for significant improvement in the benefits 
afforded by the workmen’s compensation 
tem.””! 

The official statements of international 
mittees of workmen’s compensation administra- 
tors emphasize repeatedly the necessity to re- 
gard rehabilitation as a major part of the com- 
the American College of Sur- 
veons advises that rehabilitation should be ‘‘the 
basic concept in an improved workmen’s compen- 
sation system’; a UAW-CIO consultant calls 
rehabilitation “the most promising prospect in 
workmen’s compensation’’!; a noted legal authori- 
ty writes that rehabilitation is ‘the most needed 
and at the same time the most promising improve- 
ment” in workmen’s compensation.” Nevertheless, 
rehabilitation is not a part of workmen’s com- 
pensation in many states, and existing reha- 
bilitation services and _ facilities generally 
not well coordinated with workmen’s compensa- 
tion. Furthermore, it is widely contended that 
inherent in the workmen’s compensation 
tems of the various states are legal provisions 
and administrative practices which tend to 
form effective institutionalized obstacles to re- 
habilitation. 

It is the purpose of this article to analyze the 
arrangements now in effect in one jurisdiction, 
California, for restoring the industrially injured 
to a productive life, with a view to pointing up 
the changes which need to be made in present 
attitudes, laws, and administration if the po- 
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benefits of rehabilitation are to be made 
workers under workmen’s 


tential 
available to iniured 
compensation. 


Rehabilitation Activities in California 

EHABILITATION means the restoration of a 

handicapped person to the fullest physical, 
mental, social, vocational, and economic 
ness of which he is capable. Rehabilitation serv- 
ices for injured workers in California fall into 
two categories, vocational rehabilitation and 
physical rehabilitation, each with its distinct in- 
stitutional and legal framework. 

Vocational rehabilitation consists of training 
a handicapped person in a vocational skill so as 
to render him employable. California law does 
not make vocational rehabilitation benefits a 
part of its workmen’s compensation system." 
Those California workers who receive vocational 
rehabilitation services obtain them through the 
Bureau of Vocational Rehabilitation, an agency 
of the State Department of Education, financed 
by both state and Federal funds. The official con- 
tact between the Bureau and the Industria! Acci- 
dent Commission is limited to two major func- 
tions; the Bureau advises the Commission, upon 
the Commission’s request, regarding the disposal 
of cases through lump-sum settlements, and the 
Commission refers to the Bureau 200 to 300 in- 
dustrial accident cases monthly which are deemed 
able to profit from vocational rehabilitation.‘ 

The Bureau of Vocational Rehabilitation 
set up to provide rehabilitation services to per- 
sons having a physical or mental disability 
amounting to a vocational handicap. New legisla- 
tion passed in 1943 (Public Law 113, 78th Con- 
gress) expanded services of the Bureau from 
the originally limited provision of vocational 
counseling and training, provision of prosthetic 
appliances, and placement, to include mainten- 
ance and transportation, tools, equipment and 
licenses, medical, surgical, psychiatric, and hos- 
pital service. 

Medical and vocational diagnosis, 
training, and placement are services rendered re- 
gardless of the client’s financial situation; to the 
extent that he is able, the client is expected to pay 
for all other services. Medical treatment and 
physical rehabilitation services are not made 
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available by the Bureau to industrial accident 
cases; these are considered to be the responsibili- 
ty of the employer. Since the number of persons 
in the state needing rehabilitation far exceeds 
the number who can be served by the Bureau,* 
a series of priority factors has been developed, 
on the basis of which selection of clients is made. 
These listed in the Bureau’s ‘Manual of 
Policies” as follows: 

“1. Those applicants most clearly in need of re- 
habilitation services will be given first prefer- 
ence. ‘Need’ here is to be broadly defined in 
terms of severity of disability, extent of voca- 
tional handicap, as well as financial problems. 

“2. Those most clearly representing a 
social and economic liability are to be given pref- 
erence. Included in this category will be all types 
of public assistance cases for whose rehabilita- 
tion we have a strong obligation. 

‘3. The industrially injured will be given pref- 
erence, since we have a legal mandate in this re- 


are 


cases 


gard. 

‘4. Clients with dependents will be given pref- 
erence over single persons provided they meet 
the criteria above. 

The number of compensation cases receiving 
service from the Bureau in May, 1955, was 
130, which was 8.3° of the Bureau’s current 
total case load. The Bureau reports that in 1954 
it classified 124 compensation cases as rehabili- 
tated.!° 

Referral of injured workers to the Bureau for 
vocational training may be from one of a num- 
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ber of sources: friend, prospective or former em- 
ployer, employment agency, an insurance claims 


agent (rarely), or the Industrial Accident Com- 
mission. Less than one-third of all compensation 
cases served by the Bureau are referred by the 
Commission. These are selected by two clerks, on 
the basis of first reports of injury and reports 
of disability ratings. 

Distinct from the matter of vocational rehabili- 
tation is physical rehabilitation, which empha- 
sizes attention to bodily needs and ranges from 
“convalescent medicine,” or hardening for the 
return to work, to the complex therapies and 
training required to restore a_ paraplegic to 
self-help and vocational opportunity.!! It differs 
from definitive medical care in that the focus of 
the latter is on the healing of the wound and sav- 
ing of tissue, while physical rehabilitation is 
concerned with the restoration of function of the 
body or one or more of its parts. 

Physical rehabilitation of injured workers in 
California is in an entirely different setting from 
vocational rehabilitation in that physical restora- 
tion services are provided for in the compensa- 
tion law, as part of the unlimited benefits which 
are the responsibility of the employer. Although 
there seems to be some confusion about this fact, 
possibly because the word “rehabilitation” is 
used with reference to both physical restoration 
and vocational retraining, it is clear that the 
courts and the Commission have consistently in- 
terpreted the “cure or relieve” provision of Sec- 
tion 4600 of the Labor Code!” to include physical 
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rehabilitation where medically indicated. The de- 
cision as to whether rehabilitation is medically 
indicated is made, generally, by the claims men in 
the various insurance companies, sometimes in 
consultation with the carriers’ doctors. 

Because physical rehabilitation services are not 
provided or supervised by any one agency or 
institution, a comprehensive description of ac- 
tivities in this field is not readily obtainable. 
Marshall Dawson, of the New York Department 
of Labor, in surveying the California situation, 
found a pervasive lack of knowledge of what ac- 
tually happens to injured workers. He writes: 
“Administrators comment that they have knowl- 
edge only of the 10°. of the cases that are in con- 
troversy. In 1952 there were 18,093 ‘original fil- 
ings’ of applications for hearings on claims, but 
only a small proportion of these are cases with 
which the Industrial Accident Commission or any 
other agency of the Department of Industrial Re- 
lations comes in contact.’’!4 

The problem is described by an officer of the 
Industrial Accident Commission: ‘We do not 
knov what goes on in the vast majority of cases. 
The Commission simply has to assume that the 
insurance companies or employers are providing 
what the man is entitled to under the law. In 
the vast majority of cases when the man is in- 
jured the employer or insurance company would 
proceed to pay the disability indemnity payment 
and render medical treatment. And then, in the 
usual case, when the doctor—who would ordinari- 
ly be the doctor chosen by the insurance com- 
pany or employer—indicates that the man is 
ready to go back to work, and the man does go 
back to work, that would end the matter.” 

Some information regarding physical rehabili- 
tation services to injured workers has, however, 
been obtained from representatives of some of 
the carriers and from several of the institutions 
engaged in rehabilitation activities. There are 
three facilities in California which can be classi- 
fied as rehabilitation centers per se: May T. 
Morrison Center in San Francisco, California Re- 
habilitation Center in Santa Monica, and Cali- 
fornia Rehabilitation Center in Vallejo. In 
June, 1955, 27 industrially injured California 
workers were being treated at the Morrison Cen- 
ter, and none at the California Rehabilitation 
Center in Santa Monica. Six California injured 
workers were being treated at the Vallejo Center 

then known as the Kaiser Foundation Rehabili- 
tation Center) in November, 1953.'® 

Some physical rehabilitation services are also 
provided in physiotherapy centers; one such 
center, the largest in Southern California, with 
several branches in the Los Angeles area, treats 
approximately 70 injured workers every month.!* 
Insurance companies report sending some of their 
patients who are veterans to Veterans Adminis- 
tration hospitals (these are reimbursed by the 
insurance companies for services provided), 
particularly the Long Beach Veterans Hospital. 
In addition the Palo Alto Clinic and several gen- 
eral hospitals, such as the Orthopedic Hospital in 
Los Angeles and Mount Zion in San Francisco, 
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provide some rehabilitation facilities, but these 
serve only a small number of injured workers. 


Findings of Senate Committees 

N APPRAISAL of the adequacy of the rehabilita- 

tion services rendered to California injured 
workers has been made over the past several years 
by two Interim Committees of the California 
Senate: the Committee on Workmen’s Compen- 
sation Benefits, and the Committee on the Edu- 
cation and Rehabilitation of Handicapped Chil- 
dren and Adults. Transcripts of hearings before 
these Interim Committees attest to an almost in- 
credible confusion on the part of most witnesses 
as to what rehabilitation consists of. Testimony 
veers back and forth between the subjects of vo- 
cational and physical rehabilitation, without a 
discernible recognition of the fact that the in- 
stitutional and legal framework surrounding the 
provision of vocational rehabilitation services is 
entirely separate and different from that in which 
the provision of physical rehabilitation is set. 

In the reported findings of the Committees, 
during the past five years, physical rehabilitation 
is singled out for attention only once: the 1951 
Report of the Interim Committee on Workmen’s 
Compensation Benefits states that the existing 
program for physical restoration of injured 
workers “meets the requirements in that great 
majority of cases where recovery enables the 
workers to return to their former jobs and 
perform to 100°. of their original capacity.’’'§ 

The remainder of the Committees’ recent find- 
ings and all of their recommendations deal with 
vocational rehabilitation, which is found to be 
generally inadequate. 

In the 1953 report of the Committee on Work- 
men’s Compensation Benefits, there is testimony 
that the adjustment of the industrially injured is 
being retarded and a burden is being placed on 
relief agencies because of the inability of the 
Bureau of Vocational Rehabilitation to provide 
sufficient services. Mr. F. E. Hart, Assistant 
Chief of the Bureau, testified that he had been 
told by the Industrial Accident Commission that 
the Commission could refer to the Bureau, if the 
latter had sufficient staff, 20,000 cases a year 
which could benefit from vocational rehabilitation. 
It was recommended that the Bureau receive a 
legislative mandate to give high priority to the 
industrially disabled.!9 

The Senate Committee on the Education and 
Rehabilitation of Handicapped Children and 
Adults, reporting in 1955, cites figures to show 
that the Bureau is not meeting the need for vo- 
cational rehabilitation for injured workers. Dur- 
ing 1953, a year in the course of which the 
Bureau rehabilitated 100 industrially injured,?° 
there occurred 142,715 disabling work injuries. 
These included: 1,715 amputations; 2,181 crush- 
ing injuries; 1,245 injuries to both eyes; 5,820 
disabilities resulting from industrial disease.*! 

The Committee points to the lack of funds as 
the primary cause of inadequacy and recommends 
that additional funds be raised through an in- 
crease in the amount of money paid by insurance 
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companies to the state in lieu of taxes, for use 
by the Bureau in industrial accident cases.°* 

Thus, the Senate Committees have apparently 
concluded that arrangements for physical re- 
habilitation of injured workers are satisfactory, 
and that vocational rehabilitation should be im- 
proved by increasing the money available to the 
Bureau of Vocational Rehabilitation. 

There is ample reason to believe, however, that 
those who are looking toward a substantial im- 
provement of the California workmen’s compen- 
sation system through a greater emphasis on re- 
habilitation must adopt a different approach from 
that followed by the Senate Committees, and look 
into basic concepts of the nature of modern re- 
habilitation and the type of legal and administra- 
tive framework within which it can successfully 
operate. A reappraisal in this context indicates 
that present arrangements for rehabilitation are 
not adequate and currently contemplated im- 
provements are not sufficiently far-reaching; 
further, it leads to the following positive conclu- 
sions: 

1. Rehabilitation must be provided in an in- 
tegrated fashion, encompassing both physical 
restoration and vocational training. 

2. Comprehensive facilities for the provision 
of rehabilitation services need to be increased. 

3. Basic changes must be made in law and ad- 
ministration with reference to (a) the benefit 
system; (b) emphasis on litigation; (c) super- 
vision of medical care; and (d) arrangements for 
referral. 


Rehabilitation as an Integrated Whole 
REHABILITATION of injured workers will become 
a successfully functioning part of workmen’s 
compensation only after the fragmented approach 
of the past has been discarded. Present knowledge 
of what makes rehabilitation successful indicates 
that the need cannot be met entirely through the 
appropriation of more funds to improve one or 
another segment of rehabilitation services. The 
1955 session of the California legislature voted 
a special appropriation of $25,000 (to be matched 
by a like amount of Federal funds under Public 
Law 565) to the Bureau of Vocational Rehabili- 
tation, to be used for a study and pilot program 
in the rehabilitation of injured workers. While 
it is certainly true that these services are needed, 
it is also true that by channeling available funds 
in this one direction only, the schism between 
what should be two parts of a single whole is 
being widened. According to the report of the 
Rehabilitation Committee of the International 
Association of Industrial Accident Boards and 
Commissions, “Under the new rehabilitation con- 
cept, the word ‘vocational’ should be omitted, be- 
cause vocational service is but one aspect of re- 
habilitation.’-* The report goes on to say that 
no program should be limited, in name or in 
fact, to vocational training; it is much better to 
fit a workman for return to his old job through 
physical rehabilitation than it is to concede too 
readily that this cannot be done and to embark, 
therefore, on a program of vocational training 
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for a different job. The report also notes that a 
much larger proportion of injured workers need 
postoperative physical restoration than need 
“vocational” rehabilitation.*4 

The problem cannot be met except through a 
total approach. As Dr. D. J. Galbraith, former 
Vice-Chairman of the Ontario Workmen’s Com- 
pensation Board states, “The old idea of expos- 
ing the injured individual to first aid, then medi- 
cal and surgical care and, at the conclusion of 
such treatment, weeks, months, or years after the 
accident, turning him over to a new group of 
individuals who shall then undertake to place him 
satisfactorily in industry is becoming archaic. It 
should not even be seriously considered at the 
present time.” 


Need for Comprehensive Rehabilitation Facilities 
WH AT IS NEEDED, then, is an expansion and co- 

ordination of rehabilitation activities. Facili- 
ties must be provided and appropriate personnel 
trained. An integrated, full-day program can best 
be conducted in a comprehensive rehabilitation 
center, an institution designed to bring together 
the medical, vocational, psychological, and social 
services needed to achieve the maximum rehabili- 
tation of the injured person. The tools of the 
various specialists who contribute to the rehabili- 
tation effort are thus concentrated in one agency; 
there is an ease of consultation between all mem- 
bers of the professional team which results in the 
flexibility necessary for a fully effective program. 
It is in this setting that the program of the 
Bureau of Vocational Rehabilitation 
most effective. Members of the Bureau staff would 
be part of the team; vocational training activities 
would constitute part of the patient’s well- 
rounded program at the center. 

As indicated previously, there are now 
rehabilitation centers in California which offer a 
fairly comprehensive program. None, however, 
incorporates a complete program for the training 
of rehabilitation personnel—an important omis- 
sion in view of the great need for technically 
skilled persons in this field. 

There are those who feel strongly that rehabili- 
injured workers is best conducted in 
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tation of 
centers serving the industrially injured alone; 
favor a community center with a wing 
set aside for injured workers; many see no reason 
to separate the industrially handicapped from 
other disabled persons. The responsibility for the 
operation of a rehabilitation center can be the 
Commission’s, the carriers’, or the community’s. 
Centers now operating in California and the one 
contemplated in connection with the Medical 
School at the University of California, Los An- 
geles, are examples of community centers. Special- 
ized rehabilitation centers are sponsored by the 
workmen’s compensation administrations or 
labor departments in Washington, Oregon, and 
Rhode Island. Insurance companies have estab- 
lished centers for the industrially injured in Mas- 
sachusetts, Illinois, and Wisconsin. 

Which of these alternatives is chosen by Cali- 


others 


fornia as it expands its facilities is a secondary 


issue. The primary need is for recognition of the 
necessity to increase the facilities available to in- 
jured workers so as to accommodate the demands 
of a full-scale rehabilitation program. At the 
same time, however, the temptation to attribute 
much of the failure of rehabilitation efforts in 
California to the lack of adequate facilities should 
be resisted in view of the fact that none of the 
rehabilitation centers now operating in California 
reports a demand for its services which it is un- 
able to satisfy.*" There is no doubt that improved 
major asset, that present 
trends to increase facilities should be encour- 
aged,-* and that new centers will be urgently 
needed if rehabilitation is given its proper place 
in the workmen’s compensation system, for then 
the demand for the services of rehabilitation cen- 
ters would be enormously increased. 


facilities will be a 


Need for a Rehabilitation-Oriented System 

F REHABILITATION—in the broad sense outlined 

above—is to be realized as an objective of 
workmen’s compensation, modifications must be 
made within the compensation system itself. An 
effective rehabilitation program cannot be built 
except on a solid foundation—it can exist only to 
the extent that it is supported by the numerous 
elements of the entire workmen’s compensation 
structure. If rehabilitation is to function success- 
fully, workmen’s compensation must become re- 
habilitation-oriented.** The concern with formulae 
to evaluate in terms of dollars and cents the ef- 
fects of injury or disease must play a subordinate 
role to well-defined efforts to see that adequate 
medical care is being obtained and that rehabili- 
tation services are procured when needed. The ap- 
proach to claim settlement must be clinical rather 
than forensic. The benefit system and disability 
rating scheme must reinforce, rather than act as 
a deterrent to, rehabilitation. 

An examination of the 
further detail may be helpful. 

There is no question about the existence, in 
California’s present system, of what is described 
by Herman and Anne Somers as a “built-in con- 
flict between the worker’s interest in maximizing 
the apparent extent of his injury to obtain more 
adequate compensation and his desire to undergo 
rehabilitation in order to retrain himself for a 
productive life.”’*" This conflict, the Somers go on 
to say, “may in part be inescapable, but there is 
little doubt that present methods of claims ad- 
judication and disability rating intensify rather 
than mitigate the conflict.’’*” 

It has been amply demonstrated that the suc- 
cess of rehabilitation is a function of the prompt- 
ness with which rehabilitation efforts are begun. 
And yet, under the present system, the injured 
worker tends to reject offers of physical and vo- 
cational rehabilitation, should they come his way, 
until an award has been obtained.*! Realizing his 
earning capacity and employability have been 
jeopardized, the worker naturally attempts to 
secure as much financial reimbursement as possi- 
ble. Money awards, in the short run, are more 
tangible and considerably easier to comprehend 
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than is a vague promise of rehabilitation. It can- 
not be considered unreasonable for a worker to 
refuse to risk decreasing his cash payments 
may not be adequate to begin with—by 
rehabilitation, the which 
are frequently unpredictable, and the benefits of 
eldom be made readily apparent to the 
injured man. 

If the injured worker is to assume his share of 
the responsibility in the rehabilitation process, he 
must be assured that rehabilitation is not a means 
of depriving him of the benefits to which he is 
entitled. This assurance can be provided through: 

1. Adequate maintenance, “as a legal 
a social necessity, and because the security 


which 
undergoing results of 


which can 


nCOnNLE 
right, 
it offers can under proper circumstances assist in 
the rehabilitation process.’ 

2. A disability 
tomical loss only. Rehabilitation is impeded when 
earning capacity becomes a criterion.** 

3. Prov 
habilitation 
safeguards."+ 

caliber rehabilitation program which 


rating system based on ana- 


reopening cases where re- 
successful, and other 


sions foO? 
has not been 
necessary 

1 A hiy 
makes available services of the finest quality to 
every injured worker for whom rehabilitation is 
indicated. 

A further modification of California’s present 
svstem—if it is to become rehabilitation-oriented 

is needed in the area of claims adjudication, 
and involves the emphasis placed on litigation. 
Workmen’s compensation deals primarily with 
the victims of shock who are in the process of 
recovery or readjustment; the indicated method 
of procedure is clinical, not litigious. It is neither 
effective in terms of promoting recovery, nor 
humane, to subject a sick or emotionally dis- 
turbed person to the ordeal of listening while 
lawyers examine and cross-examine witnesses as 
to his physical condition and chance of recovery. 

There is widespread agreement that prolonged 
litigation is bad for the health of the patient. 
Medical men who have contact with injured 
workers are unanimous in stating that the pro- 
cedure by which workmen are compensated for in- 
jury under our present arrangements is medi- 
cally unsound, particularly in its effect on the 
rehabilitation potential of the patient.®° 

The major problems of workmen’s compensa- 
tion are medical, but the administrations are 
staffed, on the professional level, mainly by per- 
sons with training in the law. In early 1955, Cali- 
fornia’s Industrial Accident Commission had on 
its full-time staff seven physicians and 52 
lawyers.*# 

Commenting on the attempt of most workmen’s 
compensation systems in the United States to 
dispose of the real and substantial problems of 
the injured worker through a complicated system 
of monetary awards, Dr. Alexander P. Aitken, 
Chairman of the Subcommittee on Industrial Re- 
lations, American College of Surgeons, states, 
“It is perhaps natural that, as long as we attempt 
to handle the medical and social problems of the 
injured by legal minds through legalistic meth- 
ods, our solution should be forensic in nature.’’37 
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It is certainly true that most compensation offi- 
cials see the legal settlement as the primary re- 
sponsibility.** Few of them stop during a typical 
hearing——described as the 
more abstruse than those of 


scene of discussions 


Talmudic scholars, 


the medieval philosophers, or the dialecticians of 


Greece*"-—to ask whether the injured worker has 
had adequate medical care, whether the tools of 
physical rehabilitation could be used to increase 
the worker’s productivity potential, or whether 
he might be in need of vocational training or 
placement. It is to questions of this nature that 
the Industrial Accident Commission should be 
directing its concern. 


Need for Supervision 

S A PREREQUISITE to a successful rehabilitation 

program, the Commission must know more of 
what is happening to injured workers than its 
referees learn from the files of the 8 to 10° 
of cases which come up for hearings. Without 
that knowledge it cannot be sure that injured 
workers needing rehabilitation will receive the 
necessary services. 

Effective arrangements to refer those in need 
of rehabilitation to appropriate facilities are es- 
sential to the process of restoring the injured 
worker to maximum usefulness. Most of the 
discussion which has taken place between officials 
of rehabilitation and workmen’s compensation 
agencies has been devoted to this problem,*” with- 
out a completely satisfactory arrangement having 
been instituted anywhere in the states. The Task 
Force on the Handicapped termed the time lag 
between the injury of the worker and his referral 
for rehabilitation ‘‘a glaring deficiency ... . of 
major proportions.’*! The Office of Vocational 
Rehabilitation estimates that the average length 
of this lag is seven years.?” 

Referral for rehabilitation must be prompt and 
must be made by properly qualified personnel. For 
effective referral, none of the techniques present- 
ly employed in California, with isolated excep- 
tions, is adequate. 

As to vocational rehabilitation, a spokesman 
for the Bureau of Vocational Rehabilitation com- 
plains that referrals from the Commission to 
the Bureau come either too early or too late 
too early, when based on the first report of in- 
jury, because the Bureau does not have adequate 
staff to begin the rehabilitation while the injured 
man is still in an acute phase of illness or in- 
jury;* too late, when based on the disability) 
rating, because disability ratings are made 
months, and even years, after the date of injury. 

Referral for physical rehabilitation is made, as 
has been mentioned, through the claims depart- 
ments of the insurance companies. It is question- 
able whether these departments are staffed by) 
men competent to make the decision as to who 
needs physical restoration. Rarely are they up to 
date on the newest medical developments in terms 
of rehabilitation potential. When they send a 
man out to be fitted for a prosthesis, to a pros- 
thetic shop where he gets “a few pointers” on 
how to use the appliance, most claims men are 
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under the impression that their company has ful- 
filled its obligation; few are familiar with Dr. 
Howard Rusk’s statement, with reference to arm 
amputees, that “if you give a man the best pros- 
thesis money can buy and no training, 90% of 
the time it will hang in the closet and never be 
worn. If you give him training, 90°. will wear it 
adequately and usefully.’’* 

The importance of rehabilitation services for 
those suffering from minor injuries, such as 
common types of fractures, joint and muscle in- 
juries, and wounds and sepsis is stressed by re- 
habilitation experts.46 Few claims men, and a 
minority of medical consultants for the insur- 
ance companies, consider rehabilitation indicated 
for such conditions. 

Stanwood Hanson, 


Assistant Vice-President, 


Liberty Mutual Insurance Company, in discussing 
the problem of who makes the determination as 
to the need for physical rehabilitation, points to 
the large number of cases “which did not have a 
rehabilitation because of ignorance on the part 
of persons handling the case, i.e., the employer, 
the insurer, the doctor, who simply had an ab- 


sence of information regarding rehabilitation, 
and never considered it as a part of the treatment 
of the man at all.’’47 

Further doubt is cast on the adequacy with 
which rehabilitation is handled by California in- 
surance carriers upon examination of the re- 
sponses to a series of inquiries as to their re- 
habilitation practices.45 For example, the claims 
manager of one of the five largest California 
carriers, in discussing his company’s policy re- 
garding both physical and vocational rehabilita- 
tion, writes that ‘the carrier has not considered 
rehabilitation itself a responsibility,” adding that 
“Generally, where at a period in the treatment of 
a case it becomes apparent to the doctor and the 
patient that rehabilitation is indicated we have 
found that by then the agencies have discovered 
the patient or he seeks them out.” 

These problems can be dealt with only through 
the initiation of an organized means of super- 
vising medical care. This function can be per- 
formed directly by the Commission, as it is in 
many of the Canadian provinces, or—what is 
probably a more likely alternative for the United 
States—the program can be conducted by the 
carriers and coordinated and directed by the Com- 
mission. 

Supervision of medical care under workmen’s 
compensation includes, according to the prin- 
ciples outlined by the Subcommittee on Industrial 
Relations of the American College of Surgeons,*® 
the duty: 

1. To determine the accuracy of the medical 
diagnosis. 

2. To see that competent and continuous medi- 
cal care is provided as long as medically indicated. 

3. To see that adequate medical and vocational 
rehabilitation is provided when indicated. 

1. To make sure that an injured worker has 
obtained the maximum recovery possible before 
making any final financial determination of per- 
manent disability. 


Ontario's Medical Care and Rehabilitation 
’T'HE CANADIAN administrations, particularly On- 
tario, have developed impressive techniques for 
supervising medical care and rehabilitation un- 
der workmen’s compensation. The Ontario Work- 
men’s Compensation Act (Sec. 50) gives the 
Workmen’s Compensation Board complete juris- 
diction over and control of medical care. ““Medical 
aid shall be furnished or arranged for by the 
Board or as it may direct or approve... . All 
questions as to the necessity, character and suffi- 
ciency of any medical aid furnished or to be fur- 
nished and as to payment for medical aid shall be 
determined by the Board.” The basic thinking of 
the Ontario Board is summarized by Dr. D. J. 
Galbraith, its former Vice-Chairman: ‘We have 
determined that we shall, without fear or favor, 
unhampered by legal or medical dogmas, see that 
the victim of industrial accident or disease is of- 
fered the best, the most skillful, the most efficient 
medical and surgical care that the science of 
today affords. We say that no person, no matter 
what his financial or social status, should be able 
to purchase or obtain better care than our claim- 
ant—more luxurious perhaps, but not more suf- 
ficient.” 

“And,” Dr. Galbraith adds, “this is not as dif- 
ficult to arrange as it seems to those who have 
not tried.’5? 

The injured worker has the initial free choice 
of doctor. The treatment rendered by the attend- 
ing physician is supervised and, if necessary, 
controlled by the staff of well-trained medical 
officers attached to the Medical Department of 
the Board. All x-rays on compensation cases 
throughout the Province are sent to the Board’s 
offices within one week of the injury, or payment 
to the doctor is denied. These x-rays are checked 
by a radiologist and orthopedic surgeon on the 
staff. Thus the Board has early information on 
both the severity of the injury, the treatment 
necessary, and the treatment rendered. When it is 
obvious to the medical staff of the Board that a 
certain doctor, either through lack of facilities or 
lack of training, is not competent to deal with an 
injury, a Board physician contacts him immedi- 
ately by telephone or letter, and suggests that 
the patient be seen in consultation or moved 
to Toronto or to some other large medical center. 
In Toronto, the Board maintains 90 beds in 
three of the city’s largest hospitals for the spe- 
cialized treatment of the seriously injured. The 
surgical care is carried out by top-ranking in- 
dependent specialists. 

The Board has established its own rehabilita- 
tion center, where approximately 500 patients are 
treated monthly. All the patients live at the cen- 
ter. The staff consists of 22 physiotherapists, 22 
occupational therapists, eight remedial gymnasts, 
three rehabilitation officers, one orthopedic 
specialist, nine medical officers experienced in 
physical medicine, and a medical superintendent. 
The over-all cost is around $6.00 per patient 
day, and this cost, which includes complete treat- 
ment, is charged to each claim as a medical aid 
charge. The center is divided into hospital and 
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ambulant wings. The cases are referred from the 
active hospitals as soon as definitive treatment 
has been completed. 

During a patient’s stay at the center, a week- 
ly medical evaluation is made by the staff. If 
further surgery is necessary, the patient is re- 
ferred back to the active-treatment hospitals. 
Progress notes are sent biweekly to the attending 
physician or surgeon. Rehabilitation and special 
placement officers are constantly in touch with 
the more seriously injured during their stay. As- 
sistance is given by way of counseling, placement, 
and vocational training when necessary.”! 

According to Dr. E. C. Steele, Vice-Chairman 
of the Ontario Workmen’s Compensation Board, 
the Board has the complete support of the medi- 
cal profession for its medical and rehabilitation 
program. “The medical men throughout the 
Province heartily endorse and like our system of 
operation despite the supervisory aspect. They 
know they can have unlimited consultation and 
repeat x-rays along with diagnostic procedures. 
We stimulate them to give our compensation 
cases the best treatment available regardless of 
cost. This policy has paid off, and I can truthfully 
say that we have the complete cooperation of 98% 
of the medical profession.’’*? 

Dr. Steele, in a letter to the California Senate 
Interim Committee on Workmen’s Compensation 
Benefits, suggests that one measure of the suc- 
cess of Ontario’s medical care and rehabilitation 
program can be found in a comparison of per- 
centage ratios of permanent disability cases to 
total compensation cases in the various jurisdic- 
tions of the United States and Canada. “Roughly 
speaking, the ratios in jurisdictions which do not 
practice medical supervision or rehabilitation 
were from 15% to 20%. (California’s was 
16.4©,.°°) In the Ontario jurisdiction the per- 
centage ratio was 3.7%.’ 

Not even the most enthusiastic proponents of 
the Ontario system consider it immediately 
transferable to California. Several major factors 
in the California workmen’s compensation situa- 
tion are radically different from those operating 
in Ontario. In California the state-operated Com- 
pensation Insurance Fund competes with a large 
number of private carriers; Ontario has an ex- 
clusive State Fund with the result that the Com- 
mission’s or Board’s sphere of authority is sig- 
nificantly greater. Further, as pointed out by the 
Somers, “The Canadian agencies appear to hold 
an influence role in relation to the medical so- 
cieties, employers, and labor which far exceeds 
that of their U.S. counterparts.” The position of 
esteem held by members of the medical staff of 
the Workmen’s Compensation Boards in many of 
the Canadian provinces, both in the community 
and among their professional colleagues, is a 
source of amazement to the observer from Cali- 
fornia. 


Recommendations for California 
HE ONTARIO system has been cited as one juris- 
diction’s method of obtaining some control 
over medical care and rehabilitation. Other means 
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can be employed to the same end. The three 
recommendations which follow are designed to 
bring California closer to a workmen’s com- 
pensation system with a fully integrated rehabili- 
tation program. 

I. Larger Appropriations to the Industrial 
Accident Commission. In any attempt of the In- 
dustrial Accident Commission to supervise the 
medical care and _ rehabilitation of injured 
workers, or any aspect thereof, the power role of 
the Commission vis-a-vis the other groups con- 
cerned is a crucial problem. To quote again from 
the Somers’ discussion of this point, “The statute 
books may say ‘supervise’, but if the agency does 
not have de facto power exceeding the parties it 
is to supervise, the words remain empty .... the 
present difficulties may at least partly stem from 
the conflicts of interest inherent in the compen- 
sation program, which place almost intolerable 
pressures on medical standards without the pres- 
ence of any socially adequate authority to cope 
with such pressures... .””°8 

If the California Industrial Accident Commis- 
sion is to increase its authority, a basic prere- 
quisite will be more generous appropriations 
from the legislature. The California Commission 
is a relatively stable one. Its officers are able men. 
With sufficient funds they will be better able to 
make the adjustments in administration and in 
relationships with the medical and legal profes- 
sions and the insurance industry necessitated by 
modern developments in workmen’s compensa- 
tion. 

II. Medical Management by Insurance Car- 
riers. The most elementary level on which the 
supervision of medical care and rehabilitation can 
be increased is through a program of medical 
management by insurance carriers. Such a pro- 
gram should be set up jointly by the Commission 
and the insurance carriers writing compensation 
in this state, in consultation with representatives 
of the medical profession, organized labor, and 
the employers. It should be directed and co- 


_ordinated by the medical staff of the Commis- 


sion. 

A description of what medical management by 
a carrier can consist of has been provided by Mr. 
Solomon Senior, Compensation Claims Director 
of the New York State Insurance Fund. 

1. The carrier should employ a Medical Direc- 
tor and medical consultants of outstanding ability 
and attainments. 

2. The Medical Director and his staff should 
screen all initial medical reports. 

3. The large percentage of trivial and routine 
matters should be passed without any significant 
intervention, provided that the generally indi- 
cated treatment is being administered by a physi- 
cian of appropriate qualifications. A final check 
of these cases should be made after several weeks 
when the normal healing period can be expected 
to have produced recovery. 

4. In the remaining, more serious, cases, the 
specialized consultant in the relevant field should 
telephone the attending physician on the day that 
the initial report is received, inform him that he 
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with him 
to be in- 
that there is 
indicated, the 
physician 


is interested in the case, and discuss 
the regimen that has been or 
stituted in order to be certain 
unanimity in approach. Where 
consultant should ask the attending 


is about 


whether a specialist has been retained and per- 
haps suggest that this be done. If the attending 
doctor evidences doubts or uncertainties, the con- 
sultant might help in arriving at a decision re- 
garding treatment, consultation, hospitalization, 
etc. The consultant should contact the attending 
physician at appropriate intervals to ascertain 


the progress of the case, and in order to “nudge 
the attending physician and his consultants 
toward rehabilitative therapy and vocational re- 
storation from the earliest possible moment and 
throughout the pendency of the case.’ 

Several of the carriers operating in California 
already have in operation a program directed 
toward the supervision of medical treatment. The 
State Fund, with four full-time physicians on its 
staff, has recently initiated a program of super- 
vising medical care similar to that outlined above. 
Other carriers, however, have been completely 
inactive in this field. The problem of obtaining 
cooperation from insurance carriers in a uniform 
state program is considerable, in view of the fact 
that a significant number of the carriers do only 
an incidental part of their business in California. 
However, intelligent planning with legislative 
support can result in a workable scheme. It would 
be a conspicuous improvement if medical man- 
agement programs, operating under standards 
enforced by the Commission, were instituted by 
every carrier operating in California. 

Ill. A Coordinated Referral Program. A 
coordinated, institutionalized method of referral 
is needed to provide the assurance that the in- 
jured worker in need of rehabilitation will be 
spotted promptly and referred at the proper time 
to the appropriate facility for the training and 
care he requires. Proposals for an organized re- 
ferral program to meet this need have been made 
by the Subcommittee on Industrial Relations of 
the American College of Surgeons,°®* and by the 
Association of Commerce and Industry of New 
York.°® At the core of the plan of both groups is 
a medical and rehabilitation evaluation by a 
group of independent medical experts soon after 


well- 


injury. 

An individual suffering from an industrial ac- 
cident or disease causing or likely to cause a dis- 
ability necessitating treatment or preventing re- 
turn to usual employment within a period of not 
less than 60 days, would be referred by his at- 
tending physician, on or before the 60th day, to 
a medical panel, consisting of representatives of 
each of the relevant snecialties. This panel would 
make a clinical diagnosis and _ rehabilitation 
evaluation, including a determination of work 
potential and the need for rehabilitation serv- 
ices, and could make recommendations as to 
treatment, procedures to be followed, and consul- 
tation by medical specialists. 

The costs of the evaluation would be borne by 
the employer or carrier, possibly through an ar- 


rangement such as that proposed to raise funds 
to finance additional vocational training activi- 
ties: a minimal increase on the “in lieu” tax of 
the insurance carriers. The panel would consist 
of medical men, none of whom is regularly in the 
full- or part-time salaried employment of a self- 
insured employer or a carrier authorized to write 
workmen’s compensation insurance in the state. 
Its members would be appointed by the Commis- 
sion; the Commission should consider utilizing 
the talents of groups of physicians, accustomed to 
working as a team, particularly in the rehabilita- 
tion context. Such groups exist already; with the 
expansion of rehabilitation facilities and with 
the increasing emphasis on rehabilitation and 
physical medicine training in the medical schools, 
their number will increase. In addition to its 
medical members, the panel might find it advis- 
able to have sitting with it, in an advisory capaci- 
ty, several of the non-medical members of the re- 
habilitation team. 

After completion of the evaluation, the claim- 
ant would be referred promptly back to his at- 
tending physician. It would be the attending phy- 
sician who would be expected to handle the re- 
ferral to a rehabilitation facility, when recom- 
mended by the panel. In addition to meeting the 
need for an organized and effective means of 
referral, the evaluation of a disability shortly 
after its occurrence makes possible a determina- 
tion of whether a different treatment and re- 
habilitative technique undertaken either by the 
attending doctor or at the hospital or reha ilita- 
tion center would shorten the period of disability. 

The report and recommendations of the panel 
would be a valuable guide to the physician as well 
as to the agency responsible for checking on the 
progress of the case. It would be an aid to the 
carrier under a medical management program, 
and to the Commission if it were supervising 
medical care directly. 


Economics of Rehabilitation 

ESPITE the fact that rehabilitation is fre- 

quently an expensive undertaking, it can be 
justified on economic as well as humanitarian 
grounds. For employers, for insurance com- 
panies, and for the public, the costs of failure to 
rehabilitate are greater than those of rehabilita- 
tion. 

The public reaps the economic benefits of wide- 
spread rehabilitation activities in that rehabilita- 
tion frequently transforms recipients of public 
assistance into wage earners. Studies by the U.S. 
Office of Vocational Rehabilitation show that per- 
sons who have been rehabilitated under the Fed- 
eral program have paid to the government in in- 
come taxes 10 times the amount spent on their 
rehabilitation.” 

For the employer there is the value of get- 
ting the experienced worker back on the job. 
Substantial savings for both employer and in- 
surance carrier result from the reduction in in- 
demnity payments made possible through the 
utilization of rehabilitation. In California, where 
the law provides unlimited medical benefits, pos- 
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sibilities for savings in this area alone are con- 
siderable.®! 

A survey of the effects of rehabilitation on 
costs conducted by the New York State Insurance 
Fund in 1953 showed that compensation costs 
were cut by more than $170,000 through the use 
of rehabilitation procedures.” 

In a speech outlining the benefits of rehabilita- 
tion to the insurance carrier, Stanwood Hanson, 
of Liberty Mutual, described the process by which 
his company had originated its rehabilitation 
program. In 1942 Liberty Mutual made a study 
of a number of its most expensive cases to deter- 
mine what action could be taken to reduce costs. 
Three principal causes of long-term disability 
were found: errors in diagnosis and early treat- 
ment, crystallization of disability during con- 
valescence into a pattern of permanency, and in- 
adequate placement program. Liberty Mutual has 
now developed a program to deal with these prob- 
lems through supervision of medical care and 
rehabilitation. It maintains two rehabilitation 
centers for treatment of workers injured in the 
employ of its policyholders, and employs re- 
habilitation nurses in its offices throughout the 
country to keep in continuous touch with the in- 
jured man from the time of injury until his re- 
turn to work. 

Mr. Hanson cites his company’s study of 35 
rehabilitated paraplegics, which showed that the 
estimated savings in medical costs alone, through 
rehabilitation, were $1,688,800. With regard to 
lesser injuries, he pointed out that it is often 
difficult to determine just how much money has 
been saved by rehabilitation because the disabili- 
tv and ensuing cost of a given case if rehabili- 
tation had not been applied cannot usually be as- 
certained. Nevertheless, Liberty Mutual has con- 
cluded that substantial savings result from re- 
habilitation of the routine everyday cases of 
injury as well as those of extreme disability. 

Many other insurance carriers and employers 
are beginning to agree with Mr. Hanson’s con- 
clusion that “‘the greatest hope we have of bring- 
ing about reductions in compensation loss lies in 
our ability to harness to its fullest extent the 
know-how of medical, physical, and vocational re- 
habilitation.’’6* 


Conclusion 

ORKMEN’S compensation, to emerge once more 

in the position it held some 40 years ago at the 
forefront of social legislation, must undergo 
basic revisions. Its direction must be toward the 
conservation of human resources; the concern 
to the exclusion of all others—with disabilities 
and ways of measuring and “compensating” them 
can be tolerated no longer. The requisite knowl- 
edge exists for immense achievements in restor- 
ing handicapped persons to a productive life; it 
waits to be integrated with existing laws and ar- 
rangements of workmen’s compensation. 

The integration of rehabilitation into Cali- 
fornia’s compensation system can be the impetus 
which will make workmen’s compensation in this 
jurisdiction a program which is fashioned in re- 
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sponse to a realistic appraisal of needs and cog- 
of modern methods of meeting these 
needs. Major changes must be made. Methods 
must be found to determine at the earliest pos- 
sible date the seriousness of the injury and the 
competence of medical care. Referral for rehabili- 
tation must occur promptly and at the hands of 
competent personnel. Rehabilitation must be a 
program coordinated within itself and with the 
compensation program. Conflicting forces  be- 
tween the compensation program and _ potential 
rehabilitation must not be allowed to exist. Ade- 
quate rehabilitation facilities must be at hand so 
that required services can be obtained. 

The proposals contained in this paper 
founded on the belief that workmen’s compensa- 
tion can be a vital demonstration of the ability of 
society to meet the responsibilities which it has 
assumed toward those who produce its goods. 


nizance 


are 


(21 Audobon Avenue, New York 82.) 
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“Appraisal” 


TCHLEY (DANA W.) has suggested that the total medical needs of the older patient 
L\ may be better served if the thought expressed in the word appraisal be substituted 


for diagnosis, and the word management be substituted for treatment or cure. Such an 


attitude would assist the physician to shift his preoccupation with cure to a fascination 


for management of the sick individual. This is particularly important in the care of 


the older patient where the impact of living adds its weight to the burden of disease. 


The elderly patient may be “cured” of his “fever” but a comprehensive history and in- 


ventory may disclose persona] problems more damaging than the “fever.” 


From “Some Comments on the Medical Management of the Older Person,” 


Editorial by Davip SEEGAL, 


M.D., in J Dis., January, 1956 
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N HAWAII, during the 
past eight years, 
great strides have been 
made in the field of in- 
dustrial ophthalmology. 
For instance, on 10 
sugar plantations in 
1946-47, the ratio of 
eye injuries to all other 
injuries was 20°,; in 
1954, this ratio was 
only 1.2. On 10 other 
plantations there were 
93 lost-time eye injur- 
ies in 1947, contrasted 
with 34 such accidents 
in 1952. At Ewa Plan- 
tation, in 1944, there 
were 140 eye accidents; 
in 1954, there were only 49, none of which was 
classified serious. At the Hawaiian Pineapple 
Company, in 1945, there were 50 major and 
minor eye injuries, compared to 22 non-disabling 
eye accidents in 1954. This decline in the inci- 
dence, nature and severity of eye accidents has 
come about from the adoption of a comprehensive 
safety program by management and its whole- 
hearted support by both management and labor. 

The engineering phase of this program con- 
sisted of several stages. 

First, a thorough survey of each job and opera- 
tion was made, the working conditions and equip- 
ment were inspected, and the nature and degree 
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Photomicrograph of sugar cane leaf. 








of hazards estimated. It 
was found that the 
leaves of sugar cane 
and the pineapple fruit 
have thorny edges and 
taper in sharp pointed 
ends. In cutting sugar 
cane and during pick- 
ing and planting pine- 
apple, there was consid- 
erable danger of eye 
injury. The application 
of fertilizers by air- 
plane or tractor rather 
than by hand and the 
wearing of approved 
eye protection greatly 
reduced the incidence 
of eye injuries from 
these hazards. Adequate illumination was _ pro- 
vided throughout. Guards and warning signs were 
installed on machinery and in hazardous areas. 
“Color engineering” was employed to caution 
workers against dangers and to reduce ocular 
fatigue. In this regard, it is interesting to 
note that a color code with a language of its 
own has evolved and has been successfully put 
into operation: Orange denotes any hazardous 
area such as movable parts of machinery where 
adequate safeguards cannot be _ provided; 
warning 
stopping levers and on switch 
fire red indicates fire prevention 


blue is used on electric starting and 
control 
and 


boxes; 
control 


Weed control by hand. 













Overhead fluorescent illumination for pineapple can- 
nery. 


Ginaca machine. 


quipment such as the location of extinguishers, 
fire hydrants, water barrels and 
buckets; yellow is where high visibility 
is necessary, such as on protruding objects, on 
both stationary and movable equipment or where 
it is necessary to insure attention such as on crane 
hooks, stairways, finger-lifts, trucks, and convey- 
ors; black and white stripes indicate traffic lines 
and safety and work areas around machines. 

Closed-circuit mechanical systems were in- 
stalled wherever possible for potentially danger- 
ous jobs. The use of Ginaca machines in the pine- 
apple industry to remove the shell and core, cut 
off the ends, and cut cylinders from the heart of 
the fruit is a good example of delegating hazard- 
ous jobs to machines. 


hose, sand 


used 


The precautions employed in the chemi- 
cal phase of this program depended upon 
exposure time, the nature, toxic hazards 
and concentration of the chemical. It in- 
volved the following steps: 

1. Elimination of potentially dangerous 
chemicals and poisons and their substitu- 
tion wherever possible with compounds of 
lesser toxicity. Sodium arsenite and other 
arsenicals which were formerly 
insecticides have been largely discontin- 
ued. Two-thirds USP strength of dilute 
aqueous ammonia is still used as a soil 
fertilizer. The herbicides presently em- 
ployed include the sodium salts of trichlor- 
acetic acid (TCA), dichloroproprionic acid 

dalapon) ard of — pentachlorophenol 
(HSPA Activator). 

2. Strict adherence to the Federal Label 
Allowance. This refers to compliance with 
the instructions on the label of each con- 
tainer regarding the amounts to be used, 
the precautions to be taken, and the al- 
lowable residue that may remain on the 
marketable crop. 

8. Adherence to the AMA Threshold 
Limit Values. This denotes the maximum 
average atmospheric concentration of con- 
taminants to which workers may be ex- 
posed during an eight-hour working day 
without injury to their health. 

1. Adherence to the recommendations of 
the Manufacturing Chemists Association. 
On dangerous chemicals the labels warn of 
the risks and in case of poisons recommend 
the antidote to be used by the physician. 

5. Application of fertilizers and other 
strong chemicals by machines. 

Acids and soil fumigants were used in 
closed systems. Caustic soda which is used 
in the processing of some herbicides was 
mixed into solution in an underground vat. 
Only a few specially trained persons were 
exposed to these chemicals. They were pro- 
tected by goggles, face shields, respirators, 
synthetic rubber gloves, and the like. 

In the pineapple industry, in slicing, 
cutting and sorting the fruit, pineapple 
juice frequently gets into the eves. Owing 
to the relative nen-volatility and low irri- 

tability of the chemical components of the pine- 
apple fruit, the juice posed no problem from the 
standpoint of irritation to the eye. Though tem- 
porarily irritating, the effects wear off quickly 
and do not cause permanent partial disability. 


used as 


CHEMICAL COMPOSITION OF THE PINEAPPLE FRUIT 


Total sugars 

Sucrose, Ci. 99914 

Reducing sugar, CyH,.0, 

Acid as citric, (COOH)CH.C(OH) 
(COOH) CH..COOH : 


Present before 
heating 
1-2 ppm 


Proteolytic enzyme, bromelain 
Carotene pigments 
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If juice from the unheated fruit, containing 
bromelain, or the by-product powdered bromelain 
itself gets into the eye, mild acute conjunctivitis 
may result from the action of this proteolytic en- 
zyme. The latter is used as a meat tenderizer or a 
protein hydralizate in the treatment of wounds 
and burns. Citric acid is another by-product 
which may cause chemical conjunctivitis. 


‘THE EDUCATIONAL phase of the safety program 
embraced some or a!l of the following: (1) 
Safety training—-This consisted of explanation of 
safety rules and ‘‘on the job’ demonstration of 
safe work methods. (2) Publicity——-This was ac- 
complished by means of films, posters, bulletin 
boards, signs and slogans, plant newspapers, and 
magazines. (3) Safety meetings—At Ewa Planta- 
tion, five-minute safety talks were given each 
morning by various supervisors. (4) Designation 
of Safety Days twice a year—On these days, all 
phases of housekeeping were scrutinized and all 
equipment was re-inspected. (5) The presenta- 
tion of Awards and honors for good records. 

At Ewa Plantation, the wearing of approved 
eye protection was required on the following 
jobs: 

1. Any operation in or adjacent to cane that is 
waist-high or higher, such as: (a) hand weeding; 
b) fertilizing; (c) irrigation; (d) cutting seed; 
(e) cutting cane or leaf samples; (f) pushing 
cane; (g) fencing; (h) stripping cane. 

2. Working as a member of a harvesting crew 
and other work associated with harvesting opera- 
tions: (a) ground crews; (b) rake and loading 
machine operators; (c) Liliko crew; (d) burn- 
ing-off crew; (e) Tournehauler operators; (f) 
mill-vard crane operators. 

3. Handling and transporting dry ashes, ba- 
yvasse and mud press. 

1. Miscellaneous: (a) all shop work; (b) 
operating power tools; (c) grinding; (d) chip- 


ping ; (e) 
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cutting firewood; (f) cracking or 


breaking rock, concrete, etc.; (g) “off-season” 
repair to factory; (h) any repairs to factory dur- 
ing “Grinding Season.” 

5. Handling and transporting weed spray solu- 
(a) preparing stock solutions; (b) spray- 
(c) transporting of chemicals and 


tions: 
ing operations; 
weed spray solutions. 

6. Handling caustic soda, soda ash, and acid 
not in sealed containers. 

Wearing any approved eye protection on jobs 
other than specified was left to the judgment of 
the supervisor in charge. Notices were posted 
that ‘Failure to comply with the foregoing may 
cause disciplinary action.” 

Failure to use goggles because of awkward ap- 
pearance, fogging due to heat and humidity, or 
merely thoughtlessness was responsible for sev- 
eral eye injuries. To overcome these objections, 
on some plantations, spectacle-type, case-hardened 
safety glasses were substituted for the cup type 
of goggles. On other plantations special wire 
mesh guards attached to hard-brim safety hats 
were issued. This combination did not fog like 
ordinary goggles; it was cool and afforded pro- 
tection to the face from sharp objects as well as 
from the rain. 
"THE ACCIDENT reporting and_ investigating 

phase: 

All accidents were reported immediately, ac- 
curately and adequately. The causes that were 
responsible were thoroughly investigated and 
analyzed by a management-labor safety commit- 
tee. This committee made recommendations on 
methods to prevent recurrences and to promote 
safety. 


‘THE MEDICAL and protective equipment phase: 
Pre-employment physical and eye examina- 
tions were done routinely. Those with defects or 
handicaps were re-examined yearly or oftener. As 
a rule, visual standards for new employees were 





Blind employees folding crates. 
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higher than those required for old experienced 
employees. Rigorous visual standards, requiring 
excellent distance vision, depth perception, muscle 
balance, and color vision were established in both 
industries for jobs dealing with machinery, truck 
drivers, finger-lift operators, and those working 
with heavy equipment. In the pineapple industry, 
visual standards emphasizing good near vision 
and color discrimination were set up for those 
working at the trimming, slicing, inspecting, and 
selecting tables. For these jobs a minimum ability 
to read Jaeger three print with both eyes, corres- 
ponding to six-pica type, was the prime visual 
requisite. Safety goggles incorporating visual 
correction were issued for those who needed 
them. These goggles were carefully fitted and ad- 
justed whenever necessary by trained plantation 
goggle fitters. Face shields and respirators were 
also issued for certain jobs. New employees were 
guided into jobs that corresponded with their 
visual efficiency. Persons with only one eye were 
assigned to jobs free from eye hazards and were 
not allowed to operate moving vehicles. For work 
that required primarily manual sensitivity and 
could be done perfectly well with the eyes closed, 
blind persons were employed. The Hawaiian Pine- 
apple Company has several blind people working 
in its labeling department, folding crates. Ac- 
cording to Dr. William Wilkinson, the work per- 
formance of these blind workers has been ex- 
ceptionally good. He attributes this to their work- 
ing without interruption or without going out 
for a periodic stroll. 

When eye accidents do occur, 
available for immediate first aid. 

Corneal abrasions, scratches, cuts, ‘‘pokes,” 
and ulcers are readily diagnosed with the aid of 
5° sodium fluorescein. The majority of these 
superficial injuries heal within 24 hours. They 
respond well to frequent—hourly or two-hourly- 
instillations of 0.5% Ophthalmic Cortisone or at 
times 2.5% Hydrocortisone solutions. Dark 
glasses are of special value in Hawaii’s sunny 
climate. 

Conjunctival and corneal foreign bodies still 
occur frequently in both industries. At the pine- 


facilities are 


Adjusting goggles in the field. 
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apple canneries in Honolulu, the prevailing winds 
often blow dust and dirt from boilers and from 
the nearby Gas Company to the eyes of pineapple 
emplovees working in the yards. In the sugar in- 
dustry, the burning of cane fields preliminary to 
harvesting may carry soot to the workers’ eyes in 
the fields. 

If a foreign body is imbedded in the cornea, 
the patient’s vision should be tested before it is 
removed and again before he is discharged. Fol- 
lowing removal, under 0.5°- Pontocaine or 0.5% 
Ophthaine topical anesthesia, an antibiotic oint- 
ment, such as ophthalmic Bacitracin is instilled 
into the conjunctival sac. Mydiatrics such as 1% 
atropine should be used only if there is obvious 
evidence of iritis. In instances when the con- 
junctiva or the eyeball has been lacerated or an 
intraocular foreign body is suspected though not 
readily seen, x-rays of the orbit should be taken. 
Contusions of the eyeball are frequently masked 
by ecchymosis of both lids. These eyes should be 
carefully examined and the findings recorded. 
Traumatic cataract, dislocated lens, tears of the 
iris, retina, choroid, and secondary glaucoma may 
cause permanent visual disability and bring with 
them medicolegal complications. 

Active treatment of chemical injuries consists 
of prompt, copious irrigation with tap water, 
dilute normal salt solution, boric acid, or the 
HSPA collyrium developed by Dr. Francis E. 
Hance, Principal Chemist of the Hawaiian Sugar 
Planters Association. 

HSPA COoLLYRIUM 
Rx Sterilized distilled water 
Berberine sulfate (from 
hydrastis) 
3orie acid, USP 
Gum camphor (natural) USP 
Benzoic acid, USP (from gum 
benzoin ) 


97.940 
0.020 
2.000 
0.015 


0.025 


100.000 


All chemical burns are potentially dangerous. 
They may result in some degree of visual loss, 
even blindness, unless treated adequately 

Lastly, the role played by psychologic factors 


Cutting sugar cane. 
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Annual and pre-employment visual screening. 


must also be considered in the genesis of all acci- 
dents, including those involving the eyes. In- 
dividual pre-disposition, maladjustment, and ir- 
responsibility, the possibility and availability of 
compensation, effects of oversolicitous associates 
and families in certain determine or in- 
fluence the occurrence and nature of, and conva- 
lescence from, accidents. 

I should like to conclude with the thought that 
the ideal in industrial medicine is prevention. A 


cases 


Examinations 


ips MANAGEMENT must be sold on physical examinations, i.e., pre-placement and 
periodic examinations and must insist that all employees be examined every one, 
The President of a company should set a good 
example, and if he is on the “ball” he will. 
Carborundum Company, once called me and said, “Why haven’t I been examined 
Well, the answer was, “Examinations for the executives, were not set up 
It wasn’t long after that until an order went 
In the Carborundum Company top execu- 
Those employees in the so-called exempt, non- 


two or three years as indicated. 


lately?” 
in the budget — we can’t afford it.” 
through that all executives be examined. 
tives are examined every two years. 


exempt and hourly groups are examined every three years. 
ears, nose, throat, heart, lungs, abdomen, spine and extremities are checked. 
examinations are made of the heart and lungs. 
Where indicated it is left to the discretion of 
the medical examiner to have cardiograms or complete blood tests in all groups. 
Following these examinations, employees are notified if there is any condition which 
needs the attention of the family physician or a specialist. 
the feeling that the company is doing something for him in protecting his health and 
in saving him money, and that the company is interested in him. 


to detect kidney trouble or diabetes. 


-From an Address on ‘“‘Human Relations from the Medical Viewpoint,” 
Director, The Carborundum Company, 
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Fully equipped dispensary. Nurse renders first aid 


to employees with eye injuries. 


trained physician’s primary -concern is the re- 
habilitation of the sick and injured. The physi- 
cian in industry must broaden this concept and 
accept the challenge for the care, promotion and 
maintenance of good health. In Hawaii, the Terri- 
torial Association of Plantation Physicians, with 
the backing of industry and the cooperation of 
labor, has met this challenge. 
(1013 Bishop Street.) 


Tony Clark, Past-President of The 


Blood pressure, eyes, 
X-ray 
Urinalyses are done on all employees 


The employee really gets 


Eppy, M.D., Medical 
Niagara Falls, New York. 
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Industrial Llygiene Foundation 


Twentieth Annual Meeting, November 16-17, 1955 


—_ month’s Journal included Industrial Hy- 
giene Foundation’s abstract of the presenta- 
tion entitled “Foundation Facts” by C. Richard 
Walmer, M.D., Managing Director, given at the 
Foundation’s Twentieth Annual Meeting at Mel- 
lon Institute, Pittsburgh, November 16-17, 1955. 
This month, beginning on this page will be found 
the Foundation’s abstract of the study by Daniel 
C. Braun, M.D., the Foundation’s Medical Direc- 
tor, entitled “Evaluating Industrial Medical De- 
partments.” This will be followed by two abstracts 
from the panel on “Relationships Between the 
Medical Department and Management” present- 
ing the “Medical Views,” one by B. A. McAleer, 
M.D., and the other by McIver Woody, M.D. Then 
follows the Foundation’s abstract of the com- 
ments by Mr. James L. Hill entitled “Medical 
Testimony in Compensation Cases” given at the 
Legal Conference. 

The Program and the full text of the presenta- 
tion at all the sessions are to be published by the 
Foundation. 


Evaluating Industrial 


Medical Departments 


DANIEL C. BRAUN, M.D., Medical Direct 
] 
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SHE FOUNDATION has now accumulated a conside1 
able experience in the evaluation of medical and 


establishments, and 


] 
undation 


related services in industrial 
this experience 


large and small. For 


covers many types of plants both 


this reason, we believe that a 


report based on some of the things we have learned 
in making those surveys of medical policy and prac 
tice would be useful to you in connection with your 
own Medical Obviously, those 
panies which have commissioned the Foundation to 
who already 


Departments. com 
make such a study are among those 
realize that the Medical Department 
structive purpose and who do not regard it as mere 
ly a necessary item of We may assume, 
then, that they are aware of the benefits to be gained 
service. We 
functions and full 


serves a con 


expense. 
by providing a good medical are not 
so sure, however, that the prope 
potential value of the Medical Department are uni- 
and appreciated. We _ have 
frequently is 
existing in its 


versally understood 
learned that management 
satisfied with the program 
Sometimes, after hearing a plant manager describe 
his Medical Department proudly, even glowingly, it 
is something of a shock to discover that it really is 
only a first-aid program, and woefully inadequate 


too easily 
plant. 


for the plant’s requirements. In most cases, I am 
sure that such executives just don’t know what they 
should expect from their medical service. In a few, 
they are fearful that to improve and extend the serv 
ice would be too expensive. The opposite condition 
too. In this situation, the Medical Depart 


so elaborate, and the services so extensive 


exists, 
ment is 
that management just assumes that it must be every 
thing it should. 

THE OBJECTIVE OF THE MEDICAL SURVEY: 
find the primary purpose of the medical evaluations 
what is adequate fo. 


Here we 


we have made: to determine 
the needs of an organization 
plants, and to assure that the greatest 
efficient, proper being obtained for a 
given outlay of money. The benefits accruing from a 


and its component 
amount of 


service is 


medical program are not as readily obvious as the 
results of a safety program. They are slower in 
making their presence felt, and are much more in 
tangible in nature than figures showing the numbe) 
and cost of industrial injuries. Not easily shown on 
a chart or graph are the reduction in the time that 
machines stand idle because the operators are ill, o1 
the dollars and cents savings resulting from main 
taining the executive group in a state of 
health, or the greater production attributable to a 
The difficulty is especially obvi 
ous when that may ap 
pear only some years after the efforts of the Medical 


robust 


healthy work force. 
one realizes these results 
Department. There is good reason why the evaluation 
must be made through an objective survey. Such an 
evaluation is as logical as an audit of the financial 
transactions or a review of operating procedures. 
PROGRAM MUST BE INTEGRATED, COMPREHENSIVI 
AND POSITIVE: The health 


an wifegrated, compre hensive : 


occupational program is 


and 


r 


po ( 
for maintaining the health of workers of all 
maintenance pro 


progran 
grade 
similar in many respects to the 
vided for the 
pany. It is integrated with the primary objectives of 
the company on the one hand, and with the private 
and the functions of official 


valuable physical assets of the com 


practice of medicine 
public health agencies on the other. Properly, 
to do its infringing on or conflicting 
with these. It is comprehensive within the 
prescribed ethical limits of industrial medicine. It 
is positive in that it does not content itself merely 
with the repair of injury or the cure of occupational 
but seeks by all the means at the disposal of 
only 


it seek 
work without 
any of 


disease, 
modern medical and engineering science, not 
to prevent injury and illness, but to maintain in a 
good state of health the whole working population. 
Ever since we realized that occupational illness—i.e., 

course of employ 
of the illnesses that 


illness arising out of and in the 
ment—accounts for barely 10°, 

result in absenteeism and inefficiency, we have known 
that medicine in industry must concern itself with 
the prevention of non-occupational illness, as well. 
Our comprehensive program must, therefore, include 
periodic examinations, counseling and referral, and 
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insure a continuation of good 
health in the workers. But we must distinguish be- 
tween “comprehensive” and “complete.” The ideal 
program of occupational medicine is not complete in 
the sense that it attempts to substitute for the 
family physician or the existing public health serv- 
ices. To do so involves many dangers. Perhaps fore- 
most is the legal liability which the company as- 
sumes by allowing treatment of non-industrial con- 
ditions. Again, the good will which they are seeking 
to build up in this fashion may actually turn into 
resentment, if the employee feels his personal af 
fairs and preferences are being interfered with. Of 
great importance, also, is the likelihood that these 
“welfare” functions may gradually come to be in- 
cluded in the so-called “fringe” benefits, and become 
areas for collective bargaining, eventually forcing 
the entire medical program into the center of a tug- 
of-war at each contract negotiation. 

STEPS IN THE MEDICAL EVALUATION: There are a 
number of basic procedures involved in the medica! 
survey, of which we may consider several of the 
most important. When we conduct a study of this 
kind, one of the first things we ask for is a confer- 
ence with top management for the purpose of broadly 
outlining the problem. As one result of such con- 
ferences, we are usually able to determine the gen- 
eral attitude of management toward the medical pro- 
gram, including what they expect from it, how policy 
is established, the place of the Medical Department 
in the organization, and, perhaps, the areas of weak- 
ness or dissatisfaction. Usually next is a general 
tour of the plant or property in order to get some 
idea of its size, the geographic locations, the number 
of employees in different areas, processes engaged 
in, and any hazards which may be inherent in these 
operations. As soon as possible, we meet the per- 
sonnel of the Medical Department, observe their 
personalities, and inquire into their background, and 
training. Interviews are also arranged with those 
persons in related departments such as_ personnel, 
employment, safety. insurance, and industrial rela- 
tions, with whom the Medical Department has fre- 
quent association. During this time, also, adequate 
attention is given the matter of the administration of 
the program. The close scrutiny given to the Medical 
Department records is to establish the magnitude 
of the case load, the type of injuries most commonly 
encountered, and the number and kind of occupa- 
tional diseases and the areas in which these diseases 
and injuries occur. In the absence of a previous 
or concomitant industrial hygiene survey, these 
methods give the information upon which to 
design a health program for the specific industry 
under study. The examination of forms and records 
in use also helps us to determine in each case 
whether paper work is cumbersome or whether it 
represents the minimum necessary to record and re- 
tain needed information. Finally, costs of each phase 
of the medical service are carefully gathered and 
tabulated. Each survey presents individual considera- 
tions such as the availability of hospital facilities, 
the need for company-owned ambulances, the proper 
number and location of first-aid stations throughout 
the plant, or the design of periodic examinations for 
those workers with potential exposures to certain 
toxic substances. It is by these steps that we pro- 
gress through a survey of medical needs, and from 
them that we learn the facts from which we are able 
to make suggestions. 

MANAGEMENT ATTITUDES DIFFER: Among other 
things, we have learned from these surveys that 


other measures to 


“ 
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there is, indeed, no real uniformity between existing 
programs. There are those in management who feel 
that the Medical Department should concern itself 
treatment, and perhaps the defense of 
compensation claims—a sort of “trouble-shooting” 
activity. At the other extreme are those who place 
the whole medical service in the category of free 
baseball uniforms and annual picnics—a kind of 
open-handed policy which represents an attempt to 
keep the employees “happy.” Between these ex- 
tremes we find a larger group, trying to operate 
their Medical Departments so as to provide the 
proper services to the employees and at the same 
time return the logical benefits to the company. It 
is organizations with this attitude that we feel we 
have most often been able to assist. Much variation 
in the administration of the medical program has 
been noted in surveys. While most have at least a 
part-time physician, we have found Medical Depart- 
ments administered by non-professional persons and 
by laymen with a little professional training. Many 
small programs and some of considerable size are 
run by nurses. The personality, background, and 
training of physicians in industry are matters 
which have been shown to have the widest divergence 
imaginable. 

CHARACTERISTICS OF THE INDUSTRIAL PHYSICIAN: 
It is interesting to attempt a profile of a plant 
physician or Medical Director, as found in surveys 
we have made. He will be anywhere from 32 to 72 
years old, with industrial experience not necessarily 
corresponding to his age. He may be by training a 
general practitioner or internist, more often a sur- 
geon. But rarely has he had specialized instruction 
in industrial medicine or in administration. Some- 
times he has been a plant physician, suddenly trans- 
planted to the role of administrator because of a 
vacancy or an expanded program. His qualifications. 
especially his personality, vary between excellent 
and extremely poor. There were two occasions on 
which we discovered that the physician was not a 
regularly trained physician and not even accredited 
to practice. The doctor’s remuneration shows wide 
fluctuation, even among different plants of the same 
company. Most common, of course, is the arrange- 
ment where the physician is only part-time, or even 
on-call, and is paid a fee for each case. A modifica- 
tion of this is a combination of hourly or monthly 
retainer fee plus an additional fee per case. Hourly 
fees reported to us range from a minimum of $4.00 
to a maximum of $20.00. In still other instances, the 
physician receives a straight monthly salary or 
retainer. An important observation in this connec- 
tion has been that the doctor who is on-call, or on a 
part-time arrangement, usually does not look upon 
himself as being a part of the organization. His 
interest in the company and in its work are naturally 
secondary to his private practice, from which the 
greater proportion of his income is derived. There 
are, of course, notable exceptions. Furthermore, this 
arrangement is sometimes very expensive, and we 
have often seen instances in which the plant actu- 
ally was paying more for part-time medical service 
than it would had it employed a full-time doctor 
who was interested in and trained for the work. 
Our surveys have shown that the actual time which 
the part-time physician spends in the plant may be 
anywhere from zero to 15 or 20 hours a week. Only 
rarely does the part-time physician make plant 
inspections, and when he does, they are frequently 
sporadic and cursory. Curiously enough, in a few 
cases, management was found to discourage such 
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tours by the doctor. More often than not, the part- 
time physician is never called upon to consult with 
management on such problems as environmental 
health, safety, retirement, or selective placement. 
MEDICAL PRACTICES AND PROCEDURES: When we 
come to medical practices and procedures, there is 
so much variation that it is sometimes impossible 
to make definite comparisons between the different 
plants of the same company. There is considerable 
uniformity in the matter of treatment of occupa 


tionally connected illness and injury, possibly be- 


cause of the more or less uniform requirements 
of law. I have referred to the extensive treatment of 
non-industrial conditions in some companies, but we 
find that the majority do confine their activities here 
to what is generally considered the ethical limits of 
industrial medical practice, which can be concisely 
stated by quoting the American College of Surgeons, 
as follows: “Reasonable first aid and advice for em- 
ployees suffering from non-industrial illness or in 
jury while on duty. For further professional care, 
such employees should be referred to their own 
private or family physician.”’ Even in those practices 
which exist almost universally, we find extremes in 
the manner of their execution. The preplacement ex- 
amination, for example, is rather generally used, 
but there is little uniformity in the way in which it 
is carried out. It is unusual to find it designed with 
regard for the type of work the applicant will be 
assigned to, or the environmental conditions under 
which he will work. We have found that the time 
devoted to the examination is unbelievably variable, 
ranging from a couple of minutes to an hour. The 
scope and quality, as you may imagine, are in the 
same proportion. All sorts of variety exists in mak- 
ing known the results of the examinations. Oc- 
casionally the applicant is furnished with a copy of 
the examination; sometimes any important findings 
are sent to his own physician. But in many cases, 
he is dismissed from the examining room without 
a word, and must discover from the employment office 
whether he has passed his examination. The same 
differences exist with respect to the records. In a few 
cases, they are completely confidential, and retained 
in the Medical Department. In others, they are 
accessible only to the designated individuals, and, 
in still others, they become the property of some 
other department and are made a part of the general 
employment records, available to anyone who may 
have occasion to review the latter. We find a remark- 
able variation in the rate of rejection on physical 
examination. The extremes are a fraction of 1% 
on the one hand, and 40 to 50% on the other. One 
cannot escape a conclusion that in the very low rates 
either the examination is not sufficiently complete or 
the examiner is missing important signs and symp- 
toms. Where rejections very high, it seems 
equally obvious that a sufficient attempt at selective 
placement is not being made. Another disturbing 
finding in connection with rejections on physical 
examination is that in some plants the employment 
department often completely disregards the advice of 
the medical examiner and will place an applicant 
in spite of adequate grounds for rejection found 
during the proper physical examination. This, of 
course, can nullify the entire program of physical 
examinations. In periodic examination programs, 
still more deviation has been found. In 
the periodic examination is non-existent; in others 
it is applied only to selected classes of employees 
and, here, the greatest variation is in the time 
interval between the examinations, which usually is 


are 


many cases, 


based on the age of the person examined. The extent 
of the examination widely, including 
only the most simple laboratory tests in some, and 
laboratory investigations in 


also varies 


elaborate and 
others. 

COST OF MEDICAL SERVICES: As might be expected 
in view of the extreme variations in the services and 
scope of medical services, the differences in per 
capita cost are also very wide. In a long series of 
surveys, we have found it to vary from $5.00 to 
$170.00, and in a single survey, the direct medical 
costs per employee per year varied between $6.02 and 
$108.86 in different plants of the same organization. 
Even allowing for local differences in costs, it is 
obvious that all workers in this organization could 
not have received the same type of medical care. 
When we have accumulated our findings in these and 
similar areas, we make recommendations based on 
them, and on our experience with other companies 


x-ray 


in comparable circumstances. 

CONCLUSIONS: Careful analysis of the results of 
surveys made to this time shows that the better, most 
successful medical programs are those which have 
behind them an interested and constructive attitude 
on the part of management. One can speculate upon 
whether this is cause, or effect. Certainly a poorly 
administered program will not long retain the re- 
spect and support of management, and we have re- 
peatedly found that a good program on paper can be 
a dismal failure in practice, under incompetent direc- 
tion. If there is one element more important than the 
medical program itself, it is the physician who di- 
rects it. A good medical administrator has the ability 
to secure management support. He can also win the 
confidence of the employees, which is so necessary to 
a successful program. Out of his own experience and 
training, he will be able to solve the multitude of 
small problems which arise and which could lead to 
friction and dissatisfaction. In recent years we have 
noted an increasing tendency to employ as Medical 
Directors, physicians—i.e., doctors whose training 
has been primarily in medicine—rather than sur- 
geons, as formerly. This we regard as a beginning 
awareness on the part of industrial management 
that disease, both occupational and non-occupational, 
is economically and otherwise more important than 
injuries. Not yet completely clear to management 
is the need for physicians who are trained in oc- 
cupational medicine as a specialty. With the advent 
of completely new processes involving new chemi- 
cals, plastics, radioactive materials, and the like, a 
knowledge of toxicology is every bit as important as 
diagnostic acumen; and changing concepts of in- 
surance and social benefits make administrative 
ability and a familiarity with the objectives and 
purposes of commercial enterprise even more valu- 
able than skill in therapeusis. And now, having said, 
in effect, that the physician is the most important 
part of the medical scrvice, I am tempted to say 
that if there is anyone more important than the 
physician, it is the nurse. Obviously, she has more 
direct and more frequent «¢ssociation with both 
supervision and workers than does the physician. It 
is she who puts into untimate practice the entire 
policy and procedure of the medical service. It is un- 
fortunate that in so many cases, especially where 
medical supervision is less than full-time, the nurse 
is placed in a very difficult position. Too oftegy she 
has no specific written directives to help her inter- 
pret company and meaical policy. What is worse, she 
is very often expected, even urged, to do more than 
her professional training and the limitations of 
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law permit. Summarizing the findings of past sur- 
veys, I think it can be shown that a properly de- 
signed program can be counted upon to give all of 
the good results which have repeatedly been claimed 
for a medical service, and that it will amply repay 
its cost. Finally, I would point out that a survey of 
medical practice and procedure, with the recom- 
mendations resulting, is of absolutely no use, and 
will serve no purpose, if it is not implemented and 
put into practice. 


Medicine and Management 


B. A. McALEER, M.D., Medical Director 


Mine Safety Appliances Company 


N THE vast majority of industries, management- 

Medical Department relationships are good—in 
tact, excellent—based upon intelligence, friendliness 
and understanding. In some instances, however, these 
characteristics cannot be applied to the fullest. 
Basically, in bringing these questions into the situa- 
tion, we are practicing preventive medicine. Mis- 
understandings are symtomatic of something wrong 
in the structure of human relations. Perhaps they 
point to only a simple break in communications or 
to just plain misinformation. On the other hand, 
they may be more serious. They may spell out a per- 
sonality conflict or overzealousness in one’s position. 
They may even indicate over-ambition and with it an 
abnormal desire to usurp more authority than is 
one’s right. We feel it worthwhile, then, to clear the 
smog by open discussion across the table in an honest 
sincere way. Thereby, we might help to dissipate 
prevailing ills and prevent their future occurrence. 

What are some of these symptoms to which we 
have alluded? I would like to hang out the “all is 
not well” sign in the following instances: 

1. In the realm of staff status: Where the Medical 
Department being historically last in the organiza- 
tion has to fight for its position. Where it is not a 
distinct department of itself. Where the Medical 
Director has too low a place on the staff and lacks 
vested authority to make proper medical decisions. 
Where the department is subordinated to the whims 
and decisions of non-medical heads—especially when 
these decisions are medical rather than administra- 
tive in character. All of these may cause friction 
and thereby inhibit smooth functioning of the de- 
partment. 

2. Pressure tactics can be factors: I am confident 
many could cite instances where an applicant has 
been found physically unfit for the job only to have 
opportunism enter upon the scene. The physician is 
now asked to disregard what is ordinarily considered 
good employment practice. Solely because of a special 
skill held by the applicant, physical unfitness is asked 
to be ignored in the hiring. Or, in the same category, 
but conversely, the personnel department has knowl- 
edge about the background and characteristics of 
an applicant, not medical in nature. He is known to 
the personnel department as a troublemaker, a 
chronic malcontent. They do not want him em- 
ployed because he is apt to be a thorn in the side 
for the industrial relations department. Let it be 
emphasized right here—the Medical Department is 
not and never should be considered a hiring agency. 
The physician passes only upon the physical quali- 
fications of the applicant. He does not hire, ex- 
cept in his own department. 
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3. Disregard of medical advice: Consider the in- 
stances within your memory where a man has been 
examined and certain restrictions put upon his job 
placement. I know this is a debatable question. Some 
say it is none of the physician’s business where an 
applicant is placed, that it is strictly the prerogative 
of management. Maybe that is the policy prevailing 
in some companies. But certainly, in my opinion, the 
physician is giving medical advice which, for the 
benefit of the company, as well as the employee, 
should not be ignored. Then comes the accident. For 
the first time the Medical Department now learns 
the employee has been working on a job for which 
he has been totally unfit just because the Medical 
Department had not been consulted as to a change in 
the employee’s job. An accident might have been 
avoided had strict adherence to medical precautions 
been followed. Maybe the reason for this occurrence 
was in communications, but again it could represent 
instance of opportunism on the part of 
this time even the foreman. 
with patient-physician 


another 
management— 

4. Interference 
ship: 

(a) It is said that in some companies the physi- 
cian is discouraged or even prohibited from discuss- 
ing with the applicant the results of his physical 
findings. The applicant is advised that this informa- 
tion can be forthcoming only in the employment of- 
fice—-personnel or the like. This to me should not 
be. As a physician, I believe that the doctor’s first 
duty is to the one examined. Who is more qualified 
than the doctor to discuss his findings with the 
man who is examined? If the man has a physical 
weakness, he should be told as a matter of medical 
duty, so that he might consult his family doctor. 
This is good preventive medicine. Likewise, if he be 
physically fit, he should also be told. I reiterate— 
hiring is not the job of the physician—his is to prac- 
tice good medicine—preventive or otherwise. 

(b) In some cases, too, without the permission of 
the employee, the doctor is asked by someone in 
management regarding the employee’s physical in- 
firmities. Here the physician is definitely asked to 
breach the ethics of adherence to strict patient- 
doctor relationship. 

Now, I am not imputing wilful disregard of ethics 
in these instances. In most cases, they are due just to 
plain not thinking—a non-realization of what is be- 
ing asked of the doctor. Certainly, I believe that 
when the significance of the request is pointed out, 
the right thinking individual, be he from personnel, 
from industrial relations, from shop, or from other 
departments, will accept the situation. Rarely should 
resentment occur. 

(c) To cite another roadblock in Medical Depart- 
ment functions: What would one say and do if the 
physician insisted upon being in the room—say of 
the personnel, safety or the employment depart- 
ment while an applicant is being interviewed as to 
his personnel record, wages, etc. The answer is ob- 
vious. And yet, there are cases, fortunately isolated, 
where a representative of management insists upon 
being present during the physical examination of 
the applicant. 

5. Policy-making functions: Let me say a few 
words regarding company policy making. I presume 
that in most companies, policy making per se, is in 
the hands of some representative of management, 
empowered by top management. It seems to me, how- 
ever, that company policies are made only after the 
proper groundwork has been laid by conferences be- 
tween different departments and levels of manage- 


relation- 
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ment, and after due considerations of their ramifi 
cations and significance. Arbitrary attitudes should 
m any policy decisions, be they 


Certainly you would not expect 


evel 


have a place 
medical or otherwise. 
policies to be changed in an 
ment without prior consultation with the proper en 
same token, policies, which 
and not administra- 
changed, should 
with the 


engineering depart 


gineering head. By the 
are strictly medical in nature 
tive—whether they be initiated or 
never function without prior consultation 
Medical Department. Only when such consultation 
has been made is there any certainty of understand- 
ng and equally a certainty of avoiding misunder 
standing and resentment. 

While these incidents do affect good relationships, 
surely they are not momentous in import. They rep- 
resent neither a cancerous growth nor even a benign 
tumor upon an otherwise healthy body. Nevertheless, 
they are definite irritants and they are disturbing 
They can be both prevented and eliminated. 

At no time in the history of industry have relation- 
ships between the Medical Department and manage- 
ment been more friendly or more intelligent. There 
is a bond in their actions, a unanimity of purpose 


the commonweal of the worker and the company. 


Medicine and Management 


McIVER WOODY, M.D 


Elizabeth, New Jersey 


— the best way for me to approach this dis- 
cussion of the relationships between the Medical 
Department and management will be to emphasize 
the distinction between a company physician’s re- 
sponsibilities as head of the Medical Department and 
his responsibilities as adviser to management on 
medical questions. An extreme example of this dis- 
tinction can be found in the U.S. Army. No doubt 
many of you are familiar with the present organiza- 
tion of an infantry division in which the division sur- 
geon is a member of the special staff of the Com- 
manding General. Although the division surgeon is 
provided with a staff of his own, namely, an execu- 
tive officer, a medical inspector, a veterinarian and a 
neuropsychiatrist, the fact remains that his responsi- 
bilities are limited to staff functions. All other medi- 
cal troops in the division are under the direct con- 
trol of the commanding officer of the unit to which 
they are attached. Evidently the Army has found it 
expedient to make a clean separation between the 
staff functions and the line functions of its medical 
officers. 

No such separation exists, so far as I 
industry. In most large companies the law depart- 
ment functions as a staff organization almost entire- 
ly. On the other hand, the Medical Department func 
tions as a line organization when rendering medical 
service to the employees within the plant and as a 
staff organization when advising management on 
medical problems. Therefore, the physician in charge 
of the Medical Department must have both depart 
mental status and professional status. 

There are several ways in which 
status can be acquired in the plant. The industrial 
demonstrating skill in 
He may win the respect 


know, in 


professional 
physician may earn it by 
treating industrial injuries. 
of the employees by the fairness of his decisions on 
questions of temporary disability or total disability, 
by early diagnosis of incipient disease, and by accu- 


rate prognosis in difficult cases. But let it not be for- 
gotten that management can help in several ways: 
First, by allowing the company doctor to use his best 
judgment in deciding whether to treat injured em- 
ployees himself or to refer them to the best outside 
consultants and surgeons he can find. Second, by en- 
couraging the company physician to give fair and 
liberal estimates on claims for partial disability. 
Third, by encouraging him to practice preventive 
medicine in the plant. And fourth, by seeking his 
technical advice on medical questions as they arise 
in the course of business. 

But there is another side of the picture. The 
physician must not risk his professional status in 
the plant by attempting surgical procedures that 
are beyond his experience or training. Nor should he 
engage in outside activities which might be con- 
sidered by some to be inconsistent with his profes- 
sion. On the other hand, management should not 
require a company physician to investigate accidents. 
His job is to take care of the injured man, not to 
inquire as to whether he was careless and whether 
he disobeyed safety instructions. Management should 
not expect the doctor to give routine testimony for 
the company and against the employees in hearings 
under workmen’s compensation. Management should 
not ask the doctor to render home care in non-com 
pensable cases nor to investigate cases of absentee 
ism where no report of sickness has been received. 

When it comes to administrative responsibilities, 
the Medical Department should be treated much as 
any other department. As head of his department, 
the company doctor should be required to make 
regular reports on medical activities. He should be 
given an annual budget and quarterly reports on 
the unexpended balance to help him to live within it. 
He should prepare job-analyses of all positions with- 
in the department. He should train replacements fo 
all key positions and, most important of all, he 
should initiate all recommendations for salary ad- 
justments. 

Such a program may be burdensome at times but 
the results will be worth all the effort it takes. Phy- 
sicians may dislike such administrative chores but 
the time to learn them is when the department is 
small. In my opinion, there is no better way to build 
up the morale with the Medical Department than to 
make it a department in every sense of the word. 
After all, clear-cut lines of responsibility go far 
toward preventing misunderstandings. As Robert 
Frost says: “Good fences make good neighbors.” 

To conclude: Relationships between the Medical 
Department and management must be based on 
mutual confidence and respect. To live up to what 
is expected of him, the company physician must have 
both departmental status and professional status. 
Management might be well advised to: ‘“‘Make it a 
Department and keep it Medical.” 


Medical Testimony 
in Compensation Cases 


JAMES L. HILL, Legal Department 


Ford Motor Company 


b pe predominant problems in workmen’s compen- 
sation are medical rather than legal. It has been 
estimated that workmen’s compensation administra- 
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tion is about 80° medical. Obviously, the physician 
is a vital part of the workmen’s compensation sys- 
tem. The satisfactory operation of the workmen’s 
system depends largely upon compe- 
medical treatment of injured 
furnishing of accurate medi- 
and the giving of medical 
testimony at hearings on controverted claims. 

It is the duty of the treating physician to see that 
medical care 


compensation 
tent and adequate 
employees, the prompt 


cal reports on injuries, 


the injured employee receives all the 
necessary to restore his earning capacity as quickly 
as possible, and reduce the permanent disability to 
a minimum. The physician must also furnish com- 
plete and accurate that any 
cash benefits due can be paid on time. The physician 
possible 


reports promptly so 
also determine as impartially as 
whether the condition he finds is due to the alleged 
injury, Whether it is disabling, when the employee is 
able to return to work, and the extent of the perma- 
nent partial disability, if any. 

Those medical services are essential to the success- 


must 


ful operation of the workmen’s compensation system. 
They require little, if any, direct contact by the treat- 
ing physician with the administering the 
workmen’s compensation program unless there is a 


agency 


ontroversy. 

The majority of the 
juestions of fact rather than questions of law. Most 
if the fact involve a medical question. Is the 
employee disabled? Is the disability due to an acci- 
Has a pre- 


controverted involve 


Cases 
Cases 
dental injury or occupational disease? 
existing condition been aggravated? Is the employee 
able to return to work? What is the extent of the 
permanent disability, if any? The physician selected 
by the employer to treat the employee should take a 
realistic approach to these problems and consider the 
Commission or its medical advisers 
controverted claims can 


policy of the 
regarding them. If he does, 
reduced to a minimum. 
Much unnecessary litigation in the area of perma 
disability could be eliminated if the 
treating physician would know and consider the 
methods the Commission or its medical advisers use 
in evaluating the type of injury involved. It is 
natural that the treating physician should be proud 
of the result obtained and be inclined to 
conclude permanent disability. He is 
probably right in most We know that 
a deformity need not necessarily mean disability. It 
is disabling only when there is interference with 
function. We also know that a deformity, though it 
might not interfere with the function, is frequently 
the basis of an award for permanent partial dis- 
ability, even though some physicians may indicate no 
disability. There may be no disability to the treat- 
ing physician, but that may not satisfy the Com- 
mission. When the extent of the permanent partial 
disability is the only problem, the treating physician 
should evaluate the claim for compensation purposes 
in line with the Commission’s policy so the case can 
be handled administratively without litigation. For- 
tunately, only a small percentage—5% or less—of 
the total cases are litigated. 

In the controverted cases where the employer or 
insurance carrier selects the treating physician, it 
is often advisable to have the treating physician give 
testimony at the hearing. 

A physician probably does not remember the de- 
tails of a case that he took care of some months or 
even years ago. A physician who treats industrial in- 
juries must make a complete and accurate perma- 


nent partial 


excellent 
there is no 
of the cases. 


February, 1956 


nent record of each case. Otherwise, he will not be 
able to present the medical facts when he is required 
to give testimony. The record should include the his- 
tory as given by the employee in as much detail as 
The history should indicate what the em 
ployee was doing and how he claims he was in 
jured. The history should be in the positive and not 
negative. The statement, “No history of in- 
beginning to every 
symptom The history the employee 
gives regarding its onset should be recorded. The 
past history also should be obtained and recorded. 
The record should include the site of the injury 
and all objective findings. If there is muscle spasm, 
record it. The diagnosis should be based on medical 
The physician should not rely on the em- 
ployee’s statement, such as, “I strained my back 
lifting,” as the basis for a diagnosis. He should make 
his own diagnosis, and not let the employee make the 
diagnosis. If x-rays are taken, the film should be 
marked, retained, and the interpretation recorded. 

The physician should record his opinion regarding 
the cause of the condition and his reasons for the 
opinion. It should be a medical opinion and not a 
legal opinion. The use of the legal terms, “compensa- 
“non-compensable,” should be avoided. The 


possible. 


in the 
worthless. There is a 


or condition. 


jury” is 


findings. 


ble” o1 


physician should review the record before he comes 


to the hearing and use the record at the hearing. He 
should not hesitate to show the record to the hearing 
officer and opposing counsel when asked. Generally, 
the hearing officer is impressed with a neat, complete 
and carefully prepared record. The record can be 
the determining factor in the decision. 

If the treating physician is not selected by the em- 
ployer or carrier, or the claim is controverted in 
the original instance, then a physician other than the 
treating physician must be selected to examine the 
claimant and give testimony at the hearing. 

Who should be selected as a medical witness? First, 
he should be an experienced practicing physician 
who is capable, truthful, and has an excellent repu- 
tation among his colleagues. Second, he should have 
some experience as a witness and be able to with- 
stand the vigorous cross-examination to which he 
may be subjected. Third, he should be a specialist 
when the medical problem falls within a recognized 
specialty, as the hearing officer and the Commission 
usually give considerable weight to the testimony 
of a specialist. The so-called professional witness, or 
the physician whose practice is almost entirely 
limited to giving testimony in personal injury or 
workmen’s compensation cases, should not be used. 
It is questionable whether a medical witness should 
be selected because of his skill alone as a witness or 
his ability to express a favorable opinion. His testi- 
mony may be of doubtful value as an experienced 
hearing officer may give it little credence. The medi- 
cal witness should be able to use such language that 
the non-medical hearing officer will be able to under- 
stand its medical significance. We must remember 
that the purpose of medical testimony in a compensa- 
tion hearing is to aid the hearing officer in deciding 
the medical problem involved. That purpose will not 
be realized unless he understands the language used 
by the medical witness. 

All the facts in the case should be reviewed care- 
fully with the medical witness before the day of the 
hearing. The witness should be apprised in advance 
of the areas in which he can expect to be cross-ex- 
amined. Medical men are busy, so should not be re- 
quired to sit around the hearing room waiting to 





testify. The witness should be on call and called when 
it is time for him to appear. 

What do the hearing officer and Commission expect 
of a medical witness? They expect a medical witness 
to limit his testimony to history, medical findings, 
opinion. They do not want the opinion influenced by 
partial disability. They expect a truthful opinion 
based on medical findings and medical facts, not on 
sympathy for the employee and his family or the 
desire to help either party to the controversy. They 
want logical reasons for the opinion. They evaluate 
the testimony on the basis of the reasons for the 
opinion. They do not want the opinion influenced by 
erroneous assumptions of what the law is or should 
be. They do not want the medical witness to try to 
decide the ultimate question of liability. 

The inherent weakness of medical testimony is 
the fact that it is mainly opinion evidence. There- 
fore, there can be as many different opinions as there 
are medical witnesses. There can be honest differences 
of opinion and there can be dishonest differences. 
Sometimes there is no established medical basis for 


ment that medical witnesses are called in not to give 
but to make up medical testimony. The quality of 
medical testimony has been the subject of much de- 
bate. Undoubtedly some form of policing of medi- 
cal testimony by the local medical societies would 
help to eliminate some of the incredible theories that 
are developed by some medical witnesses. 

The physician, either in treating the employee o1 
as a medical witness, should not try to be a com- 
pensation claims adjuster. He should not assume an 
attitude resembling that of a retained advocate. He 
should avoid the temptation to be a lawyer. He 
should not worry about whether the case is com- 
pensable. He should not try to decide the case. Let 
the attorneys, the hearing officer or the Commission 
decide what is or is not an accident or a compensable 
injury. They can lose their value as treating physi- 
cians and as medical witnesses when they attempt 
medicolegal experts. In that 
category, sooner or later their opinions and testi- 
mony become colored by their legal understanding or 
misunderstanding and possibly by their interest in 


to become so-called 


the opinion. There is some truth to the trite state- the result. 


Adapt or Be Taken Over 


T IS a well known biological fact that only those animals and plants which have a 
I high degree of adaptability survive. This world may not be the best possible of all 
worlds, but it is the only planet known to us that can support such a system of life. 
Lincoln Barrett, in his new series, “Man Inherits the Earth,” makes this statement: 
“Alone among the hordes of living creatures that populate the earth, man has the facul- 
ty of self perception.” It has been authoritatively stated that there are some 160,000 
physicians engaged in the private practice of medicine in the United States today. This 
is approximately one-tenth of 1% of our population. The adaptability of this (our) small 
portion of the total population to economic, political and social changes is a must; 
we either adapt or we become extinct, as the dinosaur or the mastodon of old. When I 
received my medical degree in 1936 I had a fixed idea that any doctor who engaged in the 
practice of industrial medicine was lowering himself and the profession. But since 
then I have become disillusioned, as only last spring I attended a banquet honoring one 
of our ethical and respected state doctors who had been elected President of the indus- 
trial doctors of the United States. I think it is safe to say that now we not only recognize 
industrial medicine as a legitimate part of the practice, but most of us are making some 
efforts to participate in its benefits. That is a change that has been brought about in 
the last 20 years. Insurance has also brought a change in the practice of medicine 
that knows no end, and we either adapt ourselves to it or we will be taken over by 
the state or some form of society. Within the last few years many lay health organiza- 
tions have come into existence. One of the earlier of these was the Tuberculosis associa- 
tion, now we have the Cancer, Polio, Heart, Rheumatism, and other associations, all of 


which are justifiable, each having a heavy percent of lay personnel. The medical pro- 


fession, as a whole and as individuals, must take part in these associations lest they get 
out of hand, much to our discredit. Last, but not least, we have a problem that is nation- 
wide and it is especially a problem of county medical society groups. The general 
practitioner, the specialist, the part-time specialist, the older doctor who is used to doing 
in one way, and the younger doctor who is trained in a different economic light. Chiefly 
we must adapt to each other before we face the world to make the necessary social 
and economic adaptions. Our position is far too precarious to “spike” at each other 
because of minor or unimportant differences of opinion. 


M.D., in “The Garfield-Kingjisher County Medical Society 


Bulietin, Enid, Oklahoma. 
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Early Diagnosis of Disease 


at the Place of W ork 


KIEFFER DAVIS, M.D., Medical Director 


Phillips Petroleum Company, Bartlesville, Oklahoma 


HE MEDICAL DEPARTMENT of Phillips Petrole- 

um Company in 1948 launched an intensified 
periodic health examination program for all em- 
ployees, the objectives being to: 

1. Discover disease in its incipiency or remedi- 
al stage. 

2. Determine any marked deviation from pre- 
viously established health status. 

3. Determine emotional stress associated with 
employment. 

4. Determine if health disorders found at a 
previous examination have been corrected. 

5. Determine if the ordinary aging processes 
are being accelerated, and, if so, why. 

Where we had medical offices staffed with full- 
time company personnel, including qualified phy- 
sicians, no particular problem was encountered. 
In certain other working areas, however, such as 
drilling operations, booster stations along pipe 
lines, and seismograph camps, where the em- 
ployees were few in number and at times migra- 
tory, we were confronted with a real problem. As 
a rule, it was impracticable to send these employ- 
ees 50 to 100 or more miles to an established in- 
dustrial medical clinic for this type of examina- 
tion. And, it is rather difficult to interest the local 
private practitioner in doing periodic health ex- 
aminations, even though he may be the company 
medical consultant for a particular area. To him, 
checking over a person who is apparently well— 
one who is working every day—might seem un- 
necessary. Consequently, this kind of examina- 
tion, completed by such a busy doctor, is usually 
of the “screening” type and may be of little real 
value in detecting health problems in their incipi- 
ency. 


Unit and Personnel 
0, SINCE Mohammed could not come to the 
mountain, arrangements were made to take 
the mountain to Mohammed. This could be 
achieved only through a health evaluation clinic 
on wheels. Our first mobile medical unit was set 
up in a Spartan Trailer, put into service in Janu- 
ary, 1948, and served its purpose well during our 
early experimental years. Its staff consisted of 
one full-time physician and one full-time medical 
technologist (Fig. 1). 
Two years ago this medical trailer unit was re- 
placed by a more modern, up-to-date bus-type 
unit using the same staff (Fig. 2). The unit, con- 
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structed by Medical Coaches, Inc., New York, as 
may appear, is a rugged piece of machinery; how- 
ever, it is relatively easy to manipulate on the 
highway. Clearance is enough to allow it to move 
readily over roads and lanes that are off the 
beaten path. The unit itself is 334% feet long and 
is divided into two separate sections: the cab, 
and the clinic area (Fig. 3). The clinic portion, 
which covers 193 square feet, is further divided 
into three compartments: the back room is the 
doctor’s office for general examination work and 
counseling; the center room is the laboratory and 
developing room; and the forward room contains 
the x-ray, electrocardiograph, visual acuity test- 
ing equipment, refrigerator, scales, and general 
office set-up for the technologist (Figs. 4 and 5). 
The unit is equipped with a common system for 
heating and air conditioning. A 300-gallon fresh 




















and keeps them posted as to time 
of arrival. This enables each de- 
partment to schedule its employ- 
ees, who desire the examination, 
without hardship and interrup- 
tion of daily routine. 

Every examination is com- 








Fig. 3. 
Floor plan. 


pletely voluntary and includes a 
thorough physical inventory and 
a careful medical history, allow- 
ing time, if needed, for ventila- 








Fig. 4. 
Left inside view. 
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tion of emotional problems. The 
laboratory work includes urinaly- 
sis, serology, blood type and Rh 
factor determination, hemoglobin 
level when indicated, a 70-mm. 
photofluoroscopic chest x-ray, 
and an electrocardiogram, or 
heart tracing, on all employees 
50 years of age or older. The 
heart tracing is also done if there 














is any other reason possibly to 
suspect heart disease, regardless 
of the employee’s age. Other x- 
rays are made of backs, extremi- 
ties, etc., when deemed necessary 
by the examiner. There is no set 
time limit for each employee's 












Fig. 5. 
Right inside view. 


water tank, with connected water heater, makes 
it possible to have hot and cold running water in 
the back and middle rooms. A 30-kw generator, 
trailed behind the bus in transit, furnishes elec- 
tricity for all the electrical appliances in the unit, 
including the 200 ma x-ray machine. The over- 
all length of the unit, including the trailing gen- 
erator, is just under 45 feet, the length limits of 
such motor vehicles and trailers established in 
many states by the Interstate Commerce Com- 
mission. An automatic auxiliary 3 kw power plant 
located in the front cab furnishes electricity for 
the refrigerator and lights when the larger gen- 
erator is not in operation. 

The cost of this complete unit is in the neigh- 
borhood of $50,000. As will be appreciated, this 
cost will vary considerably in accordance with 
medical equipment. For example, in round fig- 
ures, the x-ray equipment in this unit runs about 
$16,000. Several thousand dollars can be saved 
by installing a 100 ma unit; however, the saving 
in taking 70-mm. photofluorograms using the 200 
ma machine, as against the same number of 
14 x 17 chest films which are necessary when the 
100 ma machine is used, will, in itself, more than 
make up the difference in original costs of the two 
types of equipment in less than two years’ time. 


Procedure 
CAREFUL itinerary is always worked out so 
that all installations due for a visit know well 
in advance when to expect the mobile unit. In 
order to maintain a closer schedule, the field ex- 
aminer has a list of “contact men” for each area 
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examination. With younger peo- 

ple, it may be possible to com- 

plete this review in 15-20 min- 

utes; others may require as long 
as an hour. In each instance the physician always 
takes sufficient time unhurriedly to discuss *find- 
ings and advise the employee in regard to any 
health problem found. 

As with the entire examination, no component 
is compulsory, and though urged to take ad- 
vantage of the complete examination (which the 
majority do) an employee may elect to omit a 
particular feature. In other words, he is not 
denied the examination should he, for example, 
request that his blood not be drawn or that a 
heart tracing not be taken. A notation is made, 
however, that certain procedures were refused, 
so that when the medical information gathered 
is reviewed finally, the examiner will know that 
certain parts were purposely omitted and not 
overlooked, and can give a fair appraisal on the 
data presented. 

All information forms are completed in dupli- 
cate in the mobile unit, and forwarded to the 
home medical office in Bartlesville, along with 
electrocardiograms and x-rays. The duplicate of 
each examination, along with clippings from the 
electrocardiogram and the x-ray report, is filed 
geographically so that on the next “go-round” 
this record may be easily available for the ex- 
aminer when he returns to the same area. The 
Medical Department is notified of transfers and 
terminations so that these geographical files are 
always up-to-date. 

When all the laboratory and clinical data are as- 
sembled in the emplovee’s file, it is reviewed by 
an internist, and each employee receives a con- 
fidential report of his health status. In the case 
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of borderline or definitely abnor- 7 
mal findings as revealed by his 
medical history, physical exam- 
ination, or laboratory work, he is 
informed as to the general na- 
ture of the deviation from nor- 
mal and advised to consult his 
personal physician for further 
study and treatment, if such is 
indicated. He is also advised that 
only at his request can a report 
be sent to anyone else, including 
his doctor. Usually, he requests 
the findings be sent his physi- 
cian, and this is done in detail, 
including the loan of any x-rays. 

A record is kept of the date 
an employee is advised regarding 
a finding that could be potential- 
ly serious. The employee’s name 
is entered on a calendar for fu- 
ture call-in, the time lapse vary- 
ing with the urgency of the 
finding. When satisfactory reply 
is received, and liaison is established with the 
personal physician for proper investigation and 
care of the abnormality, the employee’s name 
is removed from the calendar. If his name 
does turn up on a certain day, his file is pulled 
and efforts again made to contact him regard- 
ing proper follow-up and care by his own doc- 
tor. This communication is sent directly from the 
central medical office to the employee, in a 
highly confidential manner, and is not divulged 
in any way to his department or supervisor. 

Occasionally health problems are discovered 
that warrant modification of an employee’s work 
or a decided change in his job classification. 
When this occurs, and after the family physician 
has confirmed the diagnosis, the situation is 
thoroughly reviewed with the employee involved 
and his consent obtained before any recommenda- 
tions are made to his department. The primary 
purpose is, of course, to keep him working at a 
job that is safe to himself and others. Transfers 
effected in this manner may be temporary or 
permanent depending upon whether the medical 
problem is remedial. Once the employee under- 
stands all the implications, he is willing, almost 
without exception, for his department and the 
Medical Department to discuss the job changes 
indicated for the protection of all. 

After health problems have been corrected and 
the employee returns to his optimal health status, 
it is recommended that he be permitted to con- 
tinue in his usual job. 

No definitive treatment is extended through 
this program. The cost of medical care for per- 
sonal health problems detected at the time of the 
periodic examination is borne by the employee. 
Of course, defects found that are job-connected 
are handled in accordance with workmen’s com- 
pensation regulations. 
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Fig. 6. 
States covered during periodic examination program, 1952-54; total 
mileage, 16,306. 


Results 
N THE beginning many of our older people re- 
garded this program as a part of a company 
spying system, and even a method by which some 
of them could be eliminated from their jobs. To- 


SUMMARY OF PHYSICAL FINDINGS OF EMPLOYEES Ex- 
AMINED IN THE MOBILE MEDICAL UNIT DURING ONE 


CIRCUIT (JUNE, 1952—-SEPTEMBER, 1954) 

A leoholies : 2 Oeher sce: ‘ 14 

Allergy: Hernia Fe : 94 
Asthma , 29 Joints: 

Hay-fever ......... 35 Arthritis . ‘ 15 
CF ccc obiewe new wens 19 Non-inflammatory 

Back ia dae ahaa e ae 76 derangements . 16 

Blood abnormality: Other ...... a 62 
Anemia : eee | Liver ...0. Lied 6 
Leukemia ere TY ee Lungs: 

Other : Pan 0 Tuberculosis (Active) 

Cardiovascular: Other . are aa 81 
Blood pressure AP .290 Metabolic: 

Valvular disease 23 Thyroid dysfunction 10 
Coronary disease ....... 99 TONED nce ciicccs 19 
CN Gecauscsucuewes 59 CE, sacekaseuns ; 5 

Cysts: Miscellaneous wee ; 4 
ye eh Musculoskeletal 26 
Other . re 9 Nerve disorders: 

Dermatitis: Neurologic ae : 17 
Industrial rere 9 Psychiatric. ‘ 2 
Other .... oF << 8 NN Sie Feehan Os , 26 

Ears: Obesity : 

Structural defect ....... 62 W /associated disease 114 
Hearing defect cone Oe W/o associated disease S82 

Eyes: Sinus Sag aia ea acaee 4 
Structural defect 22 Syphilis— (treated or 
Vision - <é ae under treatment) 1 
Other Deaeuds cee om Teeth and gums 262 

NN Ee 44 Throat. 15 

Gastro-intestinal 188 Tumors: 

Genito-urinary : Skin : 43 
I hoc ouneaaan ues 4 Mucous membranes 11 
 SeE AE PT eT 0 GE ch avcrececs 26 
Prostate aweedccuene: Oem Underweight ..... ile 
ROENE h: x cueeeeteneues 44 Varicocele ........ 18 
WOU oevtucaerecatewen 11 Vascular: 

CE veces ncewewed 7 Buerger’s disease ey 4 

Rectal: Arteriosclerosis ........ I 
Hemorrhoids .......... 78 Raynaud's disease ; 0 
FROME. ccc ccsccce 7 VONIIOMIGIGR «cc ccdcccciae 21 
FONG =k kccieacucaces 2 COM Sak eances -abanee 5 
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day, we rarely encounter such feeling. The atti- 
tude of most of the remaining skeptics has 
shifted from either suspicion or mild curiosity to 
one of enthusiasm for the over-all program of 
the mobile unit. This is evidenced by the fact that 
in many areas we now are having 100°. partici- 
pation. 

The voluntary cooperation and enthusiasm of 
departments and employees have resulted in dis- 
covery of many potentially serious medical prob- 
lems and even more minor, but troublesome, ones. 
The table shows the health findings resulting 
from the last complete examination tour of the 
mobile unit. Most have been corrected or im- 
proved sufficiently to permit the employee to con- 
tinue safely in his usual job. Even the more seri- 
ous medical problems have been helped by aiding 
the employee to get proper medical care, with the 
result that he remains productive in some capaci- 
ty, rather than a total lack of proper 
medical evaluation in relation to his job 


loss for 


Summary 

DHILLIPS Petroleum Company has successfully 
used the mobile medical unit for the past seven 

years in its program of early diagnosis of disease 


is to cure or control. That this program is needed 
is evidenced by the number of medical problems 
detected in individuals who were working every 
day and seemingly in good health. The great ma- 
jority of these conditions were discovered in 
their incipiency, and subsequent medical treat- 
ment was effective without unavoidable absentee- 
ism. 

As one might expect, however, a few severe 
cases were found which warranted loss of time 
from work for proper and adequate care. It might 
be of interest to note that on each successive tour 
of the unit, considerably fewer severe cases are 
uncovered. 

In this field health program, just as in all of 
our company medical activities, medical ethics 
are closely adhered to. The doctor-patient rela- 
tionship must be maintained, and employee con- 
fidences must be respected if this work is to 
serve its intended purpose. 

In the same manner, the prerogatives of the 
family physician are to be preserved. As a part 
of our company health program, this preventive 
and diagnostic work is not in competition with 
the local private doctor when properly handled, 
but rather is an adjunct to his practice. 





Success is dependent upon the willingness of all 
involved to cooperate—the employee, the union, 
management, and medicine. One without the 
others would be lost in this important effort. 


at the place of work. While the program may be 
considered as one of case finding in the individu- 
al, it still remains that, as a rule, the earlier a di- 
agnosis is made, the more amenable the disease 


Preservation by Radiation 


NE AREA of utilization of spent atomic fuel elements is that of food preservation. The 
Army has a tremendous program under way. The practical application in this 
field alone could revolutionize the entire home. There are a few disadvantages, since 
2M rep required to sterilize food almost always causes a change of appearance—bleach- 
ing, texture, flavor, odor. These changes are diminished by irridation in vacuo, in an 
inert atmosphere, by freezing, or by additives which prevent oxidation—an inhibitor, as 
ascorbic acid, or extractives, to remove undesirable features. Not all foods react similar- 
ly, but preservation by radiation may become big business. It may outmode canning or 
freezing of meats, fruits, and vegetables. If Mrs. Housewife takes to the notion of 
lettuce kept in a plastic bag on a shelf for 30 to 60 days or meat kept wrapped in trans- 
parent plastic at room temperature for months before serving, considerable change of 
viewpoint will be required. It may not be accepted. Nutritionally, the quality of food 
is apparently uninjured. All foods thus far tested have undergone extensive tests before 
human trial. Animals have been fed flesh irradiated with gamma or x-ray in vivo as well 
as processed meats and no deleterious effects noted. Trichina-infested pork is made 
edible, and, likewise, other food vermin, pests, and molds are eradicated. For merely in- 
creasing “shelf-life,” a small dosage, 100-500,000 rep, is required. The present cost is 
one-half to seven cents a pound. 
and Industry—Nursing and Health 
Harvester, Chicago, at 43rd 
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Unstable Back in Industry 


N. GILLMOR LONG, M.D., Resident Surgeon, and KENNETH STOTZ, M.D., Surgeon 


Lumbermens Mutual Casualty ¢ ompany, hicago 


HIS term “unstable back” is not a recognized 

disease entity and does not appear as such 
in the Joint Armed Forces Statistical Classifi- 
cation and Basic Diagnostic Nomenclature of 
Diseases and Injuries, or in the International 
Statistical Classification of Diseases, Injuries, 
and Causes of Death. Careful review of the 
voluminous literature based on spine and back 
diseases and injuries, discloses no mention of this 
term. Most etiological studies of backache and 
sciatic pain include protrusion of an interverte- 
bral disc, spondylitis, scoliosis, fibrositis, coccy- 
godynia, osteoarthritis, ete. Yet the term “un- 
stable back” is repeatedly and increasingly be- 
ing used at Board hearings to describe an end 
result, or as the causative explanation for a 
“weak back” as to which the slightest degree 
of trauma is the alleged justification for a com- 
pensation award. 

There is actually no pathological or anatomi- 
cal basis for such a contention in most of the 
cases. The term is eagerly seized upon by the 
compensation lawyer in much the same manner 
as is the term ruptured disc—lately being called 
fractured disc—as a fulcrum to gain the point 
that the client will never be able to do any 
heavy work, and, if the livelihood is based on 
laboring work, to secure an adequate settlement. 
It would be interesting to follow up these cases 
after compensation settlement to see how many 
return to full-scale laboring work with little or 
no evidence of the symptoms upon which the 
settlement was made in an honest attempt to do 
justice to the claimant. 

In a National Safety Council release of October 
19, 1955, the seriousness of the Industrial Back 
Problem in general was emphasized by giving a 
year’s experience of the Commonwealth of Penn- 
sylvania with over 6,900 back injuries reported, 
amounting to nearly $1,500,000.00 in compensa- 
tion payments with more than 6,800 days lost 
from work. In the light of these statistics, every 
attempt should be made to arrive at a common de- 
nominator of terms used in describing ‘“indus- 
trial” back pathology and discarding obsolete, 
vague, ambiguous terms such as “unstable back.” 


Wwmt constitutes an “unstable back?” 

To many practitioners the term “unstable 
back” is a waste-basket term applied to chronic 
back cases in which the x-rays show minor vari- 
ations from normal. We have often seen cases 
labeled “unstable back” showing only the com- 
mon congenital deformity of the 5th lumbar with 
irregular facets, etc. Certainly one cannot pin 
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a secondary fibrositis or spondylitis upon an in- 
nocent defect of this type which, like the func- 
tionally perfect set arm, shows an imperfect 
x-ray “reduction.” Recently we examined a 64 
year old laborer with a marked spondylolisthesis 
and secondary “hollow-back” in which we could 
easily place a couple of fists, yet this man has 
done heavy steel work for 15 years, and is now 
coming in for a hernia repair. Is this a case of 
“unstable back?” From an x-ray standpoint, 
yes; but functionally, no. There is actual back 
motion between and around the vertebral discs, 
in the zygapophyses, and in the sacro-iliae joints. 

Years ago, before Mixter and Barr did their 
monumental work on disc pathology, the term 
sacro-iliac sprain or disease was the vogue. This 
has lately been superseded by the disc, and now 
in certain areas if the disc investigations prove 
fruitless, the indefinite term of “unstable back” 
is used to explain away the symptoms of a sci- 
atic syndrome (now falling into disfavor as a 
diagnostic entity) along with various pains 
secondary to a myositis or common back sprain. 

Recently one of us (N.G.L.) was asked before 
the Industrial Accident Board to explain what 
would be considered an “unstable back.” This 
could not readily be answered, but on reflection 
the following criteria were included: 

1. Definite degeneration of the apophyseal 
joints. 

2. Marked narrowing of the intervertebral 
spaces with sclerosing of the opposing surfaces. 

38. Severe congenital defects at the site of disc 
surgery, with underdevelopment of the articular 
processes with almost a subluxation due to im- 
proper contacts. 

Note that No. 2 usually signifies a degenerative 
disc rather than a ruptured disc—an entirely 
separate problem. This same list can also be 
used in consideration of the time-honored ortho- 
pedic problem of the value of spinal fusions in 
industrial backs. It is our contention that any 
of the conditions listed above will benefit from 
a fusion, in contrast to other so-called etiological 
factors responsible for an “unstable back.” It 
has been our experience, after reviewing the files 
and examining over 1300 back cases in two years 
that, irrespective of the glowing reports of non- 
industrial disc and fusion cases, industrially 
the results are poor and it is seldom that a labor- 
ing man returns to full-time heavy laboring 
after a fusion or a disc fusion or disc operative 
treatment, regardless of the high quality of 
surgery, or the top qualifications of the surgeon 
doing the work. We are now preparing a paper 
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based on our experience with this question of 
the industrial back. It is a truly disheartening 
picture from the standpoint of results and lost- 
time costs eventually coming out of the pockets 
of all of us. We will not go into the details of 
the points enumerated above, as in all cases the 
diagnosis can readily be made on the x-ray 
findings, together with a history and physical 
findings compatible with the underlying pathol- 
ogy. We will admit that a spondylolisthesis with 
symptoms could readily be included in such a 
listing provided that the symptoms are sincere, 
backed up with repeated attempts at returning 
to work. There is no one who would dispute the 
claim of a patient with a metastatic spine, ad- 
vanced degenerative osteoarthritis, symmetrical 
double primary S-shaped curved spine, severe 
5th lumbar tilt, idiopathic primary dorsolumbar 
curve, hemivertebrae, poliomyelitis, paralytic 
curve, and the like, as having an “unstable back.” 
These are out-and-out cases not requiring an 
expert to make the diagnosis, or a legal expert 
to prove their existence. It is the borderline case 
showing no demonstrable objective evidence to 
support the rather bizarre claims on the part 
of the claimant who has repeated an exaggerated 
story so many times to gain the sympathy of 
his family and the insurance carrier that he is 
firmly convinced of his own distorted contentions. 
Such patients require exhaustive studies, for any 
reputable physician is reluctant to label a case 
as a neurosis, or, in the army, label a man a 
goldbrick. We have all had the unpleasant ex- 
perience of missing hidden pathology that was 
not discernible at the time of our original study. 
We do know that a congenital incomplete fusion 
of the 4th-5th lumbar vertebrae will not cause 
an “unstable back” in the full meaning of the 
term, even though impingement of the Ist sacrum 
on the post aspect of the 5th lumbar may cause 
secondary degenerative changes. However, a 
“jammed” back antedating an injury may result 
in a mild spondylolisthesis with symptoms se- 
vere enough to warrant a fusion. We are not im- 
pressed in court with an x-ray showing facets 
facing different angles, even with L5 being dis- 
placed downward giving the appearance of a 
hemivertebra and a slight rotation of the spine, 
for we have routinely x-rayed workers in heavy 


industry, showing similar findings with no com- 
plaints. Such knowledge will tend to minimize 
the exaggerated claims of trauma based on x-rays 
showing no marked abnormalities, along with 
good back motions and lack of spasm or atrophy. 
We believe that negative findings in a back case 
should always receive the studies necessary to 
rule out the occasional intraspinal tumor such 
as neurofibroma, vascular anomaly of the cord, 
meningioma, etc., before rendering an opinion 
that the patient, because of his continued symp- 
toms of back pain, has an “unstable back.” 


SuMMaRY: In the confusion as to the implica- 

tions of the term “unstable back,” we have at- 
tempted to crystalize my interpretation of this 
term which, like “surgical abdomen,” has little 
scientific value as a diagnostic entity upon which 
to base a compensation claim. We have not in- 
cluded references, for there has been no paper 
written on the subject as such to my knowledge, 
and the usual ‘‘back” references would not be per- 
tinent. The back problem is a major subject of 
contention in industry. If the term ‘unstable 
back” has a place in our medical and industrial 
nomenclature, then it should convey a definite 
significance to all examiners and lawyers. It is 
in an attempt to come to some basic understand- 
ing that this paper is submitted for consideration 
by all industrial physicians and surgeons. 

As it is conceded that 90% of back cases can 
be successfully conservatively treated and han- 
dled as acute low back sprains it is suggested that 
before myelograms and discography (CLOWARD: 
Am. Surg. 142:190 (August) 1955) be used 
routinely for diagnostic purposes, needle electro- 
myography studies be made. In contrast to the 
12°, margin of error and added dangers of set- 
ting up an arachnoiditis by irritative dye, needle 
electromyography is safe and reasonably accurate 
for evaluation. If the electromyographic studies 
are positive then the patient can be further pro- 
tected by either discography or myelograms be- 
fore submitting to a diagnostic or therapeutic 
disc operation. The authors are preparing a paper 
based on a reasonably large series of needle elec- 
tromyographic studies of the acute low back pain 
industrial cases. 

20 N. Wacker Drive.) 


Eliminating Hazards 


N ORDER to function effectively, the physician in occupational health has to be familiar 

_ with the problems of the industrialist—why he does things a certain way, what 
things affect his costs. Most industrial procedures are composed of a series of simple 
steps multiplied many times. The elimination of hazards must be developed in the same 
way, through simple steps multiplied many times, if possible, without delaying or 
otherwise increasing the cost of the operation. The workman must understand the rea- 
sons for complying with the safeguards. This is an educational procedure and also a 
problem in communication. It often starts with management passing down the informa- 
tion through the foreman and the steward to the workman. The union has to be 
convinced. Great patience and tact are required. Some knowledge of engineering and a 
sense of humor are of great value to the physician. 


From “Occupational Health Problems in an Industrial Society,” 
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by STarrorp L. WARREN, M.D., in 
J.A.M.A., December 24, 1955. 
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The Education of Physicians for Industry 


The Pittsburgh Conterence, December 6-8, 1955 


| Bare THE JOINT sponsorship of the Associa- 
tion of Americal Medical Colleges, the Na- 
tional Fund for Medical Education, the Council 
on Industrial Health of the American Medical As- 
sociation, the Council on Medical Education and 
Hospitals of that same association—and with 
some final sponsorship by the United States Steel 
Foundation, Inc., plus the facility sponsorship of 
the Mellon Institute—three days of sessions late- 
ly have been devoted to the matter of training for 
medical services to industry. Somewhat naturally, 
these discussions reached into two separate areas, 
but without segregation one from the other and 
with ultimate unity as to purposes. The first of 
these might be designated as the “professorial” or 
“curricular” appraisals and pronouncements lead- 
ing to three panels contemplating education needs 
at these respective levels: the undergraduate, the 
graduate, and the postgraduate. While the funda- 
mental academic need for education of industrial 
physicians is at the graduate level, an immediate, 
acute, and temporary situation has arisen in the 
field of postgraduate training, and in connection 
with the preparation of large numbers of indus- 
trial physicians lately designated as eligible to 
undertake the examination to establish qualifi- 
cation for specialty certification under the pro- 
visions of the American Board of Preventive 
Medicine. 

The consideration of that immediate need is re- 
flected in an excerpt from the panel’s report to 
the Conference: “The committee considered the 
problem confronting those who have met the 
qualifications for admission to examinations by 
the specialty board in occupational medicine but 
might well be in need of further study opportuni- 
ties, particularly in certain aspects of preventive 
medicine, such as epidemiology, biostatistics, ete. 
It was felt that this was a temporary need but 
one that should be met. The group was unanimous 
that anything resembling a ‘cram’ course organ- 
ized primarily for the purpose of preparing candi- 
dates to pass examinations is to be avoided and 
actively discouraged. Candidates should be guided 
in procedures for preparing themselves to take 
the specialty examinations. It was believed that 
such guidance would require a minimum of a two- 
week course with the understanding that it would 
represent orientation and guidance for the phy- 
sician to help him to pursue further his own 
studies of those areas in which his knowledge 
needs strengthening. It was felt that there would 
exist in this situation a need for instruction in 
some of the basic sciences of public health 
such as biostatistics, epidemiology, communicable 
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disease, sanitation, and environmental medicine. 

“Consideration should be given to publication 
of a list of suggested reading to assist those who 
are preparing to take the examinations. It was 
thought that it might be desirable to stimulate 
preparation of a series of articles dealing with 
those topics upon which the candidates will be ex- 
amined and to include in those articles appropri- 
ate reading lists. It was further considered that 
graduate schools in the very near future should 
prepare themselves to meet this educational need 
and to furnish assistance to specialty board candi- 
dates. Because of the responsibilities of most in- 
dustrial physicians, it was felt that few would be 
able to attend such courses of guided study for 
longer than a two-week period. For those able 
to participate in courses of longer duration, it was 
suggested that modification of some of the exist- 
ing two-month courses might be needed to meet 
this specific need.” 


HE second portion of the Conference might be 

termed the “statesman’s appraisal’”—not that 
the two terms “professor” and “statesman” are 
necessarily divergent or incompatible. That as- 
sembly provided presentations by a number of 
outstanding industrialists, insurance executives, 
medical administrators, and labor union spokes- 
men all in appraisal of the workers’ health needs, 
industry’s stake in health conservation, communi- 
ty implications, and human relations. The trend 
of the discussions is disclosed in a few selected 
excerpts, always out of context but still revealing. 
These excerpts will follow reference to the major 
participants and their topics in this aspect of the 
program: 

“Responsibilities of Society for Health in Our 
Industrial World: 

“N.C. Kiefer, M.D..—‘Needs and Problems.’ 

“Problems of Industrial Health as seen by: 

“The Industrialist—William Seymour. 

“The Medical Administrator—Leo Wade, M.D. 

“The Industrial Worker—Clinton S. Golden.” 

“Symposium: Medical Education and Industry: 

“Robert A. Moore, M.D., President, Associa- 
tion of American Medical Colleges—‘Medicine 
Tomorrow.’ 

“Harry W. Anderson, Vice-President in Charge 
of Personnel, General Motors Corporation— 
‘Medicine and Manpower.’ 

“M. J. Rathbone, President, Standard Oil Com- 
pany (N.J.)—‘Our Debt to Medical Science.’ 

“Clifford F. Hood, President, United States 
Steel Corporation—‘Industry’s Stake in Rising 
Health Standards.’ ” 
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N R. SEYMOUR stated emphatically that: “indus- 

trial medicine did not grow in this country 
because doctors developed it. In fact, particularly 
in the early days, organized medicine fought 
against its development. It grew because industry 
needed it, wanted it, and went about getting it. 
This was a relatively simple task when the pri- 
mary need was for curative medicine from the 
traumatic surgeon. But today’s need is for an 
entirely different medical orientation. Not alone 
the treating of the sick and the repair of injuries 
but the maintenance of a more or less healthy 
group of employees in full working effectiveness. 
Medical schools produced well-trained traumatic 
surgeons to meet the scope of yesterday’s indus- 
trial medicine. They are not producing the phy- 
sician oriented to health maintenance, to meet 
the needs of today’s and tomorrow’s industrial 
medicine.” 


‘»F- KIEFER observed: ‘Somehow, the physician 
must become far more aware of his full rela- 
tionships to a distinctly altered social philosophy 
and economic milieu in our present industrial 
world. First of all, he must learn that there is no 
turning back from the social changes in the indus- 
trial world of 1955 to the world in which his 
grandfather and father—perhaps he, himself, 
once practiced medicine. Today’s physician must 
learn to adapt himself to the social and industrial 
world of today and, even more important, be- 
cause today already is in twilight, of tomorrow. 
He must learn that industrial and other voluntary 
health programs, nevertheless, are based on an 
ideology of private enterprise and therefore are 
fundamentally sympathetic to his own desire to 
protect the private practice of medicine.” 


R. ROBERT A. KEHOE, Conference Chairman, in 

his final summary emphasized that: ‘“‘Prepara- 
tion for full-time practice of occupational medi- 
cine, or industrial medicine, lies in the field of 
graduate education. It is unthinkable that we 
should even attempt, in undergraduate education, 
to train the specialists in this field. The full- 
time practice of occupational medicine requires 
more intellectual competence and a_ greater 
variety of knowledge than does any other 
field of medical practice. Now, that may be 
a shock to some of these gentlemen who are 
within the sound of my voice. I have no reser- 
vation whatsoever in insisting that that is 
the truth. The training, therefore, must be broad 
and sound. We are undertaking, in the course of 
a few years to cultivate a man with the skills of 
medicine and with the wisdom of social knowl- 
edge. And it is a difficult, and at the present time, 
an impossible task. The elaboration of the dis- 
cipline by which that can be done best is in the 
process of being developed. It can be developed 
within our centers of medical education, if we 
have people who will put their shoulders to the 
wheel, recognize the nature of the job and, in 
their own devoted service to education and learn- 
ing, assume this task. At present, the field needs 
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charting and further development. There are, 
however, some trails that can be followed to a 
certain point, and these need to be followed by 
devoted teachers in more of our medical centers. 

“This type of training, from its disciplinary 
and technical aspects, undertakes to create a 
union between the best of what we know in clini- 
cal medicine, of diagnosis and recognition of dis- 
ease in its earliest stage, of understanding of the 
biology of disease, and of therapy, and much of 
what we have learned in the field of public health 
and preventive medicine through the techniques 
concerned with groups. These two sets of dis- 
ciplines have been employed in two different uni- 
ver so generally have our schools of public 
health been so separated from our schools of 
medicine that they seem at times to be riding off 
in different directions. In industrial medicine 
they must come back together. This is the only 
means by which we can achieve, with our present 
facilities, the ease of knowing our way around 


both in clinical medicine and in public health, as 
these must be employed in the study of industrial 
populations.” 


N MR. HOOD’S final estimate of the total situation 

appears this language: 

“Considering the potentialities of industrial 
medicine, properly integrated into the business 
scene, one might say that an entire new world 
of understanding of the human element in in- 
dustry conceivably is within our grasp. It will be 
the job of the medical profession and medical edu- 
cation to move us closer to that new awareness. 
Like the ancient Roman diety, Janus, who is 
familiar I know to the members of a profession 
that works daily with Latin, industrial medicine 
must be able to face simultaneously in two direc- 
tions. It must look toward new horizons of medi- 
cal progress and at the same time understand 
and be in harmeny with the aims of industrial 
management. 

“Perhaps the key to what we seek together is 
contained in a statement of Goethe, the great 
author and philosopher of the Nineteenth Cen- 
tury. When approached by a German youth, who 
sought his autograph, together with some pro- 
found advice which would outlast time itself, 
Goethe took up the young man’s album, paused 
momentarily and then wrote: ‘Let everyone sweep 
in front of his own door and the whole world will 
be clean...” 


HE National Fund for Medical Education, as a 

result of these conferences, in its endeavors to 
procure additional funds in the furtherance of all 
medical education, must have been heartened by 
the manifest espousal by management of occupa- 
tional health as an essential in the successful 
operation of industrial pursuits. This same 
heartening process progressed through the state- 
ment by educational institutions of recognition 
that more and improved training must be pro- 
vided in the field of occupational health although 
present-day facilities exceed ther utilization. 
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Industrial Medical Association 


| ne ALL organizations of stature, the 
Industrial Medical Association main- 
tains a full-time central office around which 
the day-by-day activities of the Association 
revolve. It is about this headquarters office 
that I wish to comment. 

In 1941 the Association’s headquarters 
office established at 28 East Jackson 
Boulevard—its location—in Chica- 
go. At the same time, Dr. E. C. Holmblad 
was appointed part-time Managing Direc- 
tor. In 1946 the activities and work in- 
creased to the extent that the services of a 
full-time Managing Director were much 
needed, and, as good fortune would have it, 
Dr. Holnrblad—having just previously re- 
linquished his -accepted 
the position. Certainly none better 
qualified, for from 1931 until the time he 
accepted this post Dr. Holmblad served the 
Association in numerous capacities—among 
them as Director, Second Vice-President, 
First Vice-President, and ultimately Presi- 
dent. On 
period he acted as Chairman of the Conven- 
tion Program Committee. 

With the able assistance of Mrs. 
Packer, the Association Executive 
tary, and Mrs. Sittig, bookkeeper, and a 
stenographer, Dr. Holmblad has done a 
real job for the organization during the 
past 10 years. The primary purpose of the 
headquarters office is to be of service to all 
members of the Association—including all 
the many who are members through the 
Component Societies. As part of Dr. Holm- 
blad’s day-by-day activities, he greets all 
visitors and spends whatever time is neces- 
sary with those who call with particular 
problems; interviews and corresponds with 
members who are seeking a change of posi- 
tion in industrial medicine, with those who 
are in need of assistants, and with represen- 
tatives of management regarding industrial 
medical programs and medical personnel; 


was 
present 


private practice 


was 


numerous occasions during this 


Rita 
Secre- 


President's Page 


reviews as many scientific publications as 
possible in order to maintain a fairly cur- 
rent index of scientific problems pertinent 
to industrial medicine (this service is ap- 
parently becoming of greater importance, 
for in December, 1955, over 30 requests for 
reprint material and information on specific 
subjects were answered); at times during 
each year visits various medical schools in 
the interest of undergraduate courses in 
industrial medicine as well as to participate 
in postgraduate seminars on_ industrial 
health; visits plant Medical Departments 
and occasionally completes certification sur- 
veys for the Occupational! Health Institute; 
composes the IMA Newsletters; and serves 
as Managing Director of the Annual Indus- 
trial Health Conference. It is of interest to 
know that recently Dr. Holmblad was ap- 
pointed Chairman of the Medical Advisory 
Committee of the President’s Commission 
on Employment of the Handicapped. A part 
of the detail work for which Mrs. Packer 
is responsible is the processing of applica- 
tions for membership in the Association 
now coming in at the rate of more than 100 
per month. 

Although the foregoing is only a thumb- 
nail sketch of the activities in the Associa- 
tion’s headquarters office, it will indicate 
that the office is a busy place. Indeed, its 
usefulness is reaching out so far and its im- 
portance is growing so fast that in the very 
near future additional office space and per- 
sonnel are going to be needed. 

We are proud to pay tribute to our Asso- 
ciation’s full-time staff, who are so efficient- 
ly looking after the business and affairs of 
our organization. 
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Assoctation News 


Industrial Health Conference 
Philadelphia, April Zive es. 1956 


so Preliminary Programs for the 1956 Indus- 
trial Health Conference to be held in Phila- 
delphia in April have been mailed. They outline a 
memorable schedule on the part of all of the five 
The 
Medical 


participating organizations. 
the program of the Industrial 
tion are as follows: 


Associa- 


Tuesday Morning, April 24—Clinics 
AHNEMANN Medical College: 
Problems in Industry Which 

Surgery’’—CHARLES P. BAILEY, M.D., F.A.C.S., 

sor of Thoracic Surgery. 
Jefferson Medical Colle ge: 

cupational Diseases’’-—HEINRICH 
fessor of Industrial Medicine. 
Temple University Medica “Handling of 

Injuries of the Upper Extremity’--JOHN ROYAL 

MOORE, M.D., F.A.C.S., Orthopedic Su 

gery. 
University of 

“Demonstration of 


“Cardiovasculat 
are Amenable to 


Profes- 


Unusual Oc 
M.D., Pro- 


“New o1 
BRIEGER, 


School 
Professor of 


Medicine: 
Techniques Used in 
Health Maintenance Examinations”—-KENDALL A. 
ELSOM, M.D., F.A.C.P., Professor of Clinical Medicine. 

Woman’s Medical College: “Detection of 
Methods”——KATHARINE BOUCOT, M.D., Pro 
Health and Pi Medicine. 


Pennsylvania School of 


Certain 


Disease 
by Survey 
fessor of Public ventive 
Tuesday Afternoon, April 24 
( PENING Remarks. KIEFFER DAVIS, 
Industrial Medical 

Address of Welcome: “Interrelationships of Com 
munity and Industrial Health JAMES P. 
DIXON, M.D., Commissioner of Health, Philadelphia. 

THE SAPPINGTON MEMORIAL LECTURE: “The Engi- 
neering of Consent”-—EDWARD L. BERNAYS, B.S., Coun 
sel on Public Relations; Adjunct Professor in Public 
telations, New York University, 1949-1950; Visiting 
University of Hawaii, 


M.D., President, 


Association. 


Services” 


Professor in Public Relations, 
1950. 
SYMPOSIUM: Communicating and Convineing: 
“Fundamental Factors in 
nication” —FILLMORE H. SANFORD, 
Secretary, American Psychological Association. 
“Fundamental Factors in Persuasion’”—WILLIAM 
E. ROBINSON, President, The Coca-Cola Company. 
“Experience in Communication and Persuasion in 
Industrial Medical Services’”—WILLIAM P. SHEPARD, 
M.D., Second Vice-President, Metropolitan Life Insu1 
ance Company. 


Wednesday Morning, April 25 
*YMPOSIUM: The Optimum Time for Return to 
. Work Following Various Major Disabilities: 
“Cardiovascular Disabilities’—JOHN J. THORPE, 
M.D., Assistant Professor of Clinical Medicine, NY U- 
Bellevue Postgraduate Medical School; Assistant 
Medical Director, Esso Standard Oil Company. 
“Psychiatric or Neurological Disabilities’—RALPH 
T. COLLINS, M.D., S¢c.D., Instructor in Psychiatry, Uni- 
versity of Rochester School of Medicine; Medical 
Department, Eastman Kodak Company. 
“Surgical Disabilities’ —cLETUS SCHWEGMAN, M.D., 


Interpersonal Commu 
Ph.D., Executive 


highlights of 


Assistant Professor of Clinical Surgery, University 
of Pennsylvania School of Medicine; Assistant Sec- 
retary, American Board of Surgery 

“Military Experience with Return to Full Duty 
at Varying Intervals Following Specific Disabili 
ties’”— (Speaker to be announced). 


Wednesday Afternoon, April 25 

UNCHEON—followed by presentation on: “The 
~ ABC’s of Radiation”—THOMAS L. SHIPMAN, M.D., 
Health Division Leader, Los Alamos Scientific Lab- 
oratory. 

SYMPOSIUM: The 
Disease: 

“What the Physician Should Know and Do to 
Help His Patients Avoid Undernutrition and Over 
nutrition’ —FREDRICK J. STARE, Ph.D., M.D., Professor 
and Head of the Department of Nutrition, Harvard 
University School of Public Health. 

“The Role of Dietary Intake in Atherosclerosis” 
EDWARD H. AHRENS, JR., M.D., Associate Member, 
Rockefeller Institute. 

Annual IMA Business Meeting. 

IMA Annual Banquet. 


Thursday, April 22—Medical Section 

OINT SYMPOSIUM with Surgical Section: The Initial 

Handling at Professional Level of Emergencies: 

“Medical Emergencies’ —JOHN ERBACH, M.D., Clin- 
ical Associate in Medicine, Woman’s Medical College 

“Surgical Emergencies’ —JOHN M. HOWARD, M.D., 
Professor of Surgery, Emory University School of 
Medicine. 

MEDICAL SECTION: 

“A Review of Knowledge Concerning the Value 
and Achieving of Physical Fitness’”—-PETER KARPO- 
VICH, M.D., Director of Health Education, Springfield 
College. 


Role of Nutrition in Health and 


“Factors in the Production and Prevention of 
Fatigue”—LUCIEN BROUHA, D.Sc., M.D., Physiologist, 
E.I. du Pont de Nemours & Company. 

lLLUNCHEON—followed by presentation on: “The 
ABC’s of Noise’”-—CHARLES REGAN WILLIAMS, Ph.D., 
Associate Professor of Industrial Hygiene, Harvard 
University School of Public Health. 

SYMPOSIUM: The Effectiveness of Periodic Medi 
cal Evaluation in the of Health and 
the Early Detection of Disease: 8. CHARLES FRANCO, 
M.D., F.A.C.P., Associate Medical Director, Consoli- 
dated Edison Company of New York. KENDALL A. 
ELSOM, M.D., F.A.C.P., Professor of Clinical Medicine, 
Director of University of Pennsylvania Diagnostic 
Clinic. RICHARD E. LEE, M.D., Assistant Professor of 
Clinical Medicine, Cornel] University Medical Col- 
lege; Chief of Clinical Services, Medical Depart- 
ment, Standard Oil Company (New Jersey). JAMES 
P. BAKER, M.D., F.A.C.P., Medical Director, Greenbrier 
Clinic, White Sulphur Springs, West Virginia. 0. T. 
MALLERY, JR., M.D., Director, University of Michigan 
Institute of Industrial Health. 

PANEL DISCUSSION on the Effectiveness of Periodte 
Medical Evaluation in the Maintenance of Health 
and the Early Detection of -DRS. FRANCO, 
ELSOM, LEE, BAKER, MALLERY. Moderator: JOHN ENG- 


Maintenance 


Disease 
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SCREEN 
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Floor plan of the Crystal Ballroom of the Benjamin Franklin Hotel, Philadelphia, as it will be set up for the IMA 
Banquet, Wednesday, April 25. There will be |! additional tables in the balcony. 


LISH DEITRICK, M.D., F.A.C.P., Professor and Chairman, 
Department of Medicine, Jefferson Medical College. 


Thursday, April 26—Surgical Section 

OINT SYMPOSIUM with Medical Section: The Initial 

Handling at Professional Level of Emergencies: 

“Medical Emergencies” —JOHN ERBACH, M.D., Clin- 
ical Associate in Medicine, Woman’s Medical Col- 
lege. 

“Surgical Emergencies” —JOHN M. HOWARD, 
Professor of Surgery, Emory University School of 
Medicine. 

SURGICAL SECTION: 

SYMPOSIUM: Management of Facial Injuries: 

“From the Viewpoint of the General and Plastic 
HENRY P. ROYSTER, M.D., F.A.C.S., Associ- 
of Surgery, University of Pennsyl- 
of Medicine and School of 


M.D., 


Surgeon” 
ate Professo1 
vania School 
Medicine. 

“From the Viewpoint of the Oral Surgeon and 
Orthodontist” ——HENRY F. WIESNEWSKI, D.D.S., Clini- 
cal Associate in Orthodontia, University of Pennsyl- 
vania School of Dentistry. 

LUNCHEON—followed by presentation on: “The 
ABC’s of Noise’—CHARLES REGAN WILLIAMS, Ph.D., 
Associate Professor of Industrial Hygiene, Harvard 
University School of Public Health. 

SYMPOSIUM: The Shoulder Cuff Syndrome: RALPH 

A. JESSAR, M.D., Clinical Associate in Rheumatology, 
University of Pennsylvania School of Medicine. 
DONALD T. JONES, M.D., Professor of Orthopedic Sur- 
gery, Hahnemann Medical College. ANTOLIN RAVEN- 
TOS, M.D., Instructor in Radiology, University of 
Pennsylvania School of Medicine. 
Varicose Veins and Stasis Problems with Par- 
ticular Reference to the Industrial Physician’s In- 
terest and Potentialities’—F. G. WAGNER, JR., M.D., 
Professor of Surgery, Jefferson Medical College. 

Discussion by: RAYMOND PENNEYS, M.D., Instructor 
in Medicine, University of Pennsylvania School of 
Medicine. 


Graduate 


Occupational Health Institute 
LANS for the Occupational Health Institute’s par- 
ticipation in the 1956 Industrial Health Confer- 
ence include a program to be held on Friday, April 
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27, sponsored jointly by the Philadelphia Chamber 
of Commerce and the Industrial Health Conference. 
A luncheon meeting is to be followed by a series of 
workshops on selected industrial health subjects of 
interest to management. Industrial leaders and rep- 
resentatives of management and labor will be invited 
from the 200-mile area surrounding Philadelphia. 
Speakers at the luncheon meeting will include the 
highest level leaders from industry, labor, govern- 
ment, (health and welfare) and the O.H.I. Individu- 
al workshop subjects will include: A  President’s 
Workshop; Compensation; Absenteeism;  Retire- 
ment; Safety; Hygiene; Nursing. Industrial Medical 
Department personnel will be observers only at the 
workshops. Moderators and panel members are to be 
drawn from specialists in the respective fields, in- 
surance representatives, compensation lawyers, labo: 
representatives, ete. 


IMA Banquet 

M. KIMMICH, M.D., Chairman, Industrial Medical 
|. Association Banquet Committee, advises that a 
oe feature of the IMA Banquet at 7:00 P.M., 
Wednesday, April 25, at the Benjamin Franklin Ho- 
tel, Philadelphia, will be “the colorful and traditional 
performance of the Philadelphia Mummers.’”’ MURRAY 
BANKS, M.D., will have some advice on “What to Do 
Until the Psychiatrist Comes.” The Committee has 
arranged for the advance sale of tickets; each table 
will have 10 places; the cost is $8.00 per ticket; 
all reservations are to be accompanied by remit- 
tance; places are to be assigned in order of receipt 
of application. The advance ticket sale will close 
April 6. Thereafter tickets may be purchased at the 
Registration Desk beginning on Monday, April 23, 
and continuing until noon on Wednesday. 


The Railway Surgeons 


MERICAN ASSOCIATION OF RAILWAY SURGEONS 
A will hold its Sixty-Eighth Annual Meeting 
on Tuesday, Wednesday and Thursday, April 10, 
11, and 12, 1956, at the Drake Hotel, Chicago. 
The following, complete except as to three presen- 
tations, is the scheduled program: 





“Indications and Contra-Indications for Surgery 
in the Jaundiced Patient’—WARREN H. COLE, M.D., 
Chicago. 

“Advances in Arterial Surgery” 
M.D., Chicago. 

“Anatomic Factors in Biliary Tract 
MANUEL E. LICHTENSTEIN, Chicago. 

“The Traumatic Abdomen’’—P. J. 
Council Bluffs, Iowa. 

PANEL: the Lung: L. H. 
SLOAN, M.D., Moderator; EDMUND F. FOLEY, M.D., In- 
ternist; COYE C. MASON, M.D., Pathologist; WILLIAM E. 
ADAMS, M.D., Surgeon. 

“Diagnostic Problems in Non-Malignant Bone Dis- 
ease’—C. H. HATCHER, M.D., Chicago. 

“Emotional Problems in Convalescence’— Cc. K. 
ALDRICH, M.D., Chicago. 

“Use and Abuse of Antibiotics in Upper Respira- 
tory Infections”— C. M. SMITH, M.D., Duluth. 

“Diagnostic and Therapeutic Nerve Blocks”—JOHN 
S. LUNDY, M.D., Rochester, Minnesota. 

PANEL: Fractures of Neck of Femur: CARLO 
SCUDERI, M.D., Chicago, Moderator; HAMPAR KELIKI- 
AN, M.D., Chicago; RICHARD T. ODELL, M.D., St. Louis. 

“Evaluation of Present Day Surgical Efforts in 
-GEORGE CRILE, JR., M.D., Cleveland. 
Industrial Trauma’’—c. L. 


ORMAND JULIAN, 
Surgery’’- 


COGLEY, M.D., 


Primary Carcinoma of 


Curing Cancer’’- 
“Plastic Surgery in 
STRAITH, M.D., Detroit. 
“Dermatitis Caused by Overtreatment’’—L. ED- 
WARD GAUL, M.D., Evansville, Indiana. 
“Prophylaxis of Infection in Open 
OSCAR P. HAMPTON, M.D., St. Louis. 
“Medical and Surgical Treatment of Cirrhosis of 
the Liver’’—J. K. BERMAN, M.D., Indianapolis. 


Wounds”— 


ae 


Occupational Health Institute 


RANK A. CALDERONE, M.D., President of the Oc- 

cupational Health Institute has submitted his 
Situation Report for the period June 1-December 
31, 1955 to the Institute’s Board of Directors and 
Advisory Committees. Regarding the OHI Serv- 
ice Bulletins, the Report says “requests for copies 
have come in almost daily from executives, doc- 
tors, hospitals, universities, health groups, trade 
associations, magazines and other sources, by 
telephone, telegram and letter.” 

Bulletin No. 1, entitled “Your Company . 
Why an Accredited Medical Program?” was dis- 
tributed to the number of about 12,000, and was 
the inspiration for articles published in a dozen 
or more magazines including Safety Maintenance 
and Production, Hosiery Industry Weekly, Ameri- 
can Gas Journal, Hospital Management, Office 
Management, Chemical Processing, Office Execu- 
tive, Dealer Topics, Chemical and Engineering 
News, and others. As a result, this Bulletin was 
re-ordered to fill additional requests. 

OHI Service Bulletin No. 2, entitled ‘‘Health 
and Employer/ee Efficiency,” was distributed in 
December. Among forthcoming articles based on 
this Bulletin is one soon to appear in The South- 
ern Banker. The Dartnell Corporation of Chicago, 
management consultants, requested 1000 copies 
of this Bulletin for distribution to its Personnel 
Administration Service subscribers. 


Presentation of the OHI Certificate of Health Maintenance was made to the Health Service of the University 


of Oklahoma School of Medicine and University Hospitals by Dr. Kieffer Davis on December 10, 1955. 


Left to 


right: Dr. Robert C. Lowe, Medical Director, University Hospitals; Dr. Jean S. Felton, Director of Health Service, 

University of Oklahoma School of Medicine; Dr. Mark R. Everett, Dean, University of Oklahoma School of Medi- 

cine; Dr. Davis, President, Industrial Medical Association, and Medical Director, Phillips Petroleum Company; Dr. 

Eugene R. Flock, Assistant Director, Health Service, University of Oklahoma School of Medicine; Mrs. Nellie Har- 
rison, Chief Nurse, Health Service, University of Oklahoma School of Medicine. 
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OHI Service Bulletin No. 3, entitled “Chrono- 
logical vs. Physiological Aging in Industry,” 
was distributed in January. 

The certification program shows that during 
the period of this report there were 99 requests 
for certification; 63 surveys were referred to 
Regional Consultants; 32 surveys were referred 
to the IMA Committee on Standards; 14 com- 
panies were accredited; and presentation cere- 
monies were held at Solar Aircraft Company, Des 
Moines, Iowa; Merck & Company, Cherokee Plant, 
Danville, Pennsylvania; L. S. Ayres & Com- 
pany, Indianapolis, Indiana; Olmsted Air Force 
Base, Middletown, Pennsylvania; Chesapeake & 
Potomac Telephone Company, Washington, D.C.; 
and Simplex Wire & Cable Corporation, Cam- 
bridge, Massachusetts. 


Books 
From the Outside 


HLORAKNE — Akneartige Hautverdénderungen 

durch chlorierte aromatische Kohlenwasserstof- 
fe (Chloracne—Acne-like Changes in the Skin 
through chlorinated aromatic Hydrocarbons): DR. 
WERNER BRAUN, Dermatology Clinic, University of 
Heidelberg. Editio Cantor, Aulendorf i. Wiirtt, 1955, 
pp. 90, paper-covered, 30 illustrations (Price 12.80 
Deutsche marks). 

Whether endogenous or exogenous has been the 
conjecture on the pathogenesis of chloracne over the 
years. After a nearly complete review of the litera- 
ture with 138 references and a description of his own 


research using animal and human (himself) sub- 
jects, the author presents an impressive thesis lead- 
ing to the conclusion that the acne-like skin affec- 


tion is the result of external action of aromatic 
chlorinated hydrocarbons. With scientific impartial- 
ity, Braun also discusses evidence which might sup- 
port internal causation of chloracne. 

This monograph is presented in two parts. The 
first reviews the existing state of knowledge on 
chloracne; the second, the experimental investiga- 
tions of the author. In most texts, it is noted, there 
is much of controversy and uncertainty concerning 
the etiology of chloracne. Clinical observations had 
pointed as much toward endogenous development as 
toward exogenous, without definite proof either way. 

Of much practical value to the dermatologist and 
the industrial physician is information permitting 
early comprehension and proper handling of situa- 
tions resulting in the sudden appearance of chlor- 
acne. 

Systemic poisoning by the chlorinated naphtha- 
lenes is included in the discussion. The first animal 
experiments demonstrating that these compounds are 
hepato-toxic, causing liver necrosis in dogs, are 
ascribed by Braun to Flinn and Jarvik, who pub- 
lished their research in 1936. Although this appears 
to be the first complete paper on such findings, Braun 
should have accorded K. B. Lehmann the first place 
in demonstration of acute yellow atrophy of the 
liver on exposure of animals to the chlorinated 
naphthalenes. Lehmann referred to this work as 
early as 1919 in his “Arbeits- und Gewerbehygiene,” 
a volume of “Handbuch der Hygiene.” 

The illustrations are excellent and include both 
clinical manifestations and histological sections. 
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The author’s experimental work was for the clari- 
fication of the pathogenesis of chloracne. The text 
indicates that this purpose of removing the origin of 
chloracne from the realm of conjecture to that of 
established knowledge has been achieved. 

—W. A. Cook. 
For the Surgical Resident 
PERATIVE TECHNIC IN GENERAL SURGERY, Edited 
by Warren H. Cole. Second Edition, October, 
1955, Appleton-Century-Crofts, New York, pp. 1004, 
with 1247 illustrations. $20.00. 

The new chapter on “Blood Transfusions and 
Allied Problems,” by J. Garrett Allen, in this text- 
book is a valuable and concise summary of the sub- 
ject. The surgeon’s responsibilities in the use of 
blood transfusions are clearly pointed out and the 
author emphasizes the wise observation that the 
single 500-cc. transfusion of blood to the adult 
patient is a questionable procedure. Where only this 
single transfusion is given it is either unnecessary 
or is entirely inadequate in most cases. The indica- 
tions for the use of plasma, plasma fractions and 
plasma substitutes are concisely discussed. 

Another new chapter has to do with “Gastroin- 
testinal Surgery in Infancy in Childhood,” written 
by Dr. William L. Riker. This is a very clear discus- 
sion having to do mainly with the congenital an- 
amolies, including atresias, pyloric stenoses, and 
herniae of various types. The simple drawings are of 
particular value, and this chapter can be read with 
interest by any surgeon who has occasion to operate 
on newborns and children. 

Chapter 17 on the “Appendix,” by Dr. John T. 
Reynolds, is devoted mainly to problems of surgical 
technique, and diagnosis is covered briefly. This is 
not surprising in view of the nature of the textbook 
as a whole, and explains why much of importance in 
diagnosis and differential diagnosis has been deliber- 
ately omitted. The discussion of the problems in the 
removal of the difficult appendix is well done, as is 
the discussion of complications, including abscess 
formation and abdominal wall infections. The pros 
and cons of drainage might well be discussed in 
greater detail. 

Many of the other chapters have been revised to 
bring the material up to date since publication of 
the first edition. This textbook continues to be an 
essential one for the library of the general surgeon. 
It should be remembered that its subject is “Opera- 
tive Technic” and that it does not attempt to go into 
all of the problems of pathology and diagnosis. Each 
chapter, however, has a general discussion of the 
subject from a surgical viewpoint that helps to 
bridge the gap between clinical considerations and 
the operation itself. Chapter 16 on the “Colon,” by 
Drs. Roscoe R. Graham and Jessie Gray, is an ex- 
cellent example of this point. This textbook is not for 
the medical student but it can be read with profit 
by every surgical resident. 

—CHESTER C. Guy, M.D. 


How Much? 

OME MONETARY ASPECTS OF WORKMEN’S COMPENSA- 
S TION: Council on Industrial Health, American 
Medical Association, Chicago, 1955, pp. 96. 

A substantial deficiency in pertinent literature of 
the past has been the lack of comprehensive informa- 
tion on the trend of dollar losses incurred for in- 
demnity and medical benefits under workmen’s com- 
pensation. To meet this need, at least partially, the 
Council on Industrial Health has undertaken this 








study to provide the medical profession with a source 
book of factual information in practical non-technical 
form on: 

Incurred losses for indemnity and medical bene- 
fits; 

Distribution of the premium dollar; 

Selected statutory and administrative provisions 
which may affect losses incurred; 

Official medical fee schedules and related direc- 
tives. 


Air Pollution 

ROBLEMS AND CONTROL OF AIR-POLLUTION: Edited 

by FREDERICK S. MALLETTE. Reinhold Publishing 
Corporation, New York, 1955, pp. 272, $7.50. 

Air pollution, being International in scope, calls 
for international treatment of the subject. This book 
is comprised of the papers presented before the First 
International Congress on Air Pollution held under 
the auspices of the American Society of Mechanical 
Engineers in New York City. Not only were in- 
ternational situations discussed in these papers, but 
among the discussants were experts from six foreign 
countries. 

Among the outstanding papers included are those 
on development of public opinion by Sir Hugh E. C. 
Beaver, who traced the period of inaction over the 
past seven centuries to the widespread activity of 
the last few years, and the paper by G. Edward 
Pendray who presents a workable plan for com- 
munity relationships. 

Current developments in the practical and the 
scientific aspects of air pollution are ably handled. 
The procedure followed in the Sarnia Survey is a 
model which may well be followed in other areas. 

Much of the book is related to specific problems 
such as those of removal of sulfur dioxide from 
power-plant gases and design of incinerators. 

The final group of five papers has to do with ex- 
perience in air pollution in foreign countries. 

Although this book lacks the continuity of a 
volume written by a single author, it includes the 
depth of treatment usually obtainable only where ex- 
perts are presenting their own limited subjects. Ac- 
cordingly, the papers have the ring of authenticity 
and include much which will prove to be of practical 
value in solving specific problems. 

—WARREN A. Cook 


Acute Toxicity of 2120 Substances 
ANDBOOK OF TOXICOLOGY: WILLIAM S. SPECTOR, 
Editor. Wright Air Development Center, 
Wright Patterson Air Force Base, Ohio. WADC 
Technical Report 55-16. April, 1955, pp. 408. 

In 1951 the National Cancer Institute and the Na- 
tional Institutes of the Public Health Service pub- 
lished a listing of 1329 chemical compounds that had 
been subjected to laboratory testing with respect to 
the causation of malignant or benign tumors. Fore- 
mostly that publication represents a brief tabular 
presentation of the nature and result of the investi- 
gation, together with literature citations. 

This present handbook, although emanating from 
an entirely different source, bears striking similarity 
in format to the aforementioned. This volume lists 
2120 items from ‘“Abobioside” to “Zirconyl Sulfate.” 
The highly condensed content indicates the animals 
subjected to experiment, the route of entry, the 
dosage, the time of death (if death supervenes), and 
one or more literature citations. The introduction in- 
cludes the following language in exposition of the 
purpose and nature of the publication: 
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“This volume presents tabular data on the acute 
toxicity of various substances for several species of 
commonly used laboratory animals, as determined by 
oral or parenteral administration, or inhalation, of 
fatal doses. The guiding principle in selection of 
material has been that it be of basic importance and 
from reliable literature sources. Some data of value 
have had to be omitted either because they were not 
on hand for publication or because time has not per- 
mitted the necessary preparatory steps for printing. 
The fact that certain data have been compiled and 
are already in print, or available in other form, has 
not been regarded as a reason for excluding them 
from the Handbook. Every page of this volume has 
been examined for accuracy by the contributors of 
the data and by a panel of review experts. 

“In tabulating this information the chief objective 
has been clarity of presentation. To maintain this 
clarity, only the most fundamental data appear in 
the body of the table. Footnotes have been used to 
supply additional facts in many instances so that 
simplification of the table structure could be achieved. 
Other material, pertinent to the values within the 
table but prohibited by the limitations of space, are 
to be found in the literature, and for this reason the 
reference for each line of data is presented on that 
line. Because of space limitations, only the principal 
author (initials omitted) is given for each reference. 
In several cases the values in the table have been 
calculated from the values in the references, e.g., 
from cc to mg kg or from ions to salts. Chemical 
nomenclature, as it appears in the tables, has been 
kept exactly as contributed and is identical with that 
in the literature reference. Thus it may be that for 
some compounds proprietary names will be given and 
for others, official designations. However, a cross in- 
dex at the back of the book contains a multitude of 
synonyms to facilitate location of any compound 
within the book.” 

A second volume is a prospect for the year 1956. 


Emphasis on Treatment 

YIGNS, SYMPTOMS AND TREATMENT OF CERTAIN ACUTE 
S INTOXICATIONS: WILLIAM B. DEICHMANN, Profes- 
sor of Pharmacology, School of Medicine, University 
of Miami (Florida) Printing Arts Department, 
Coral Gables, 1955, pp. 157, $2.00. 

About 25 years ago, Dublin and his associates pub- 
lished a pocket brochure on “Occupation Hazards 
and Diagnostic Signs.”’ For many a budding indus- 
trial hygienist and physician that pocket-piece be- 
came indispensible in a day when pertinent publica- 
tions were a rarity. Without being so planned, this 
present pocket manual bears some resemblance to 
that prior item but with its emphasis on diagnosis 
and emergency treatment. This manual is not limited 
to industrial exposures and consequent emergencies 
but its contents are rich in consideration for the in- 
dustrial emergency. Industrial medicine is weak in 
its development of appropriate therapy. 

This manual refers to numerous publications 
which appeared in 1954 and 1955. It also assembles 
the scattered old. For any intern, resident, or other 
physician responsible for emergency services any- 
where, this manual in the left-hand pocket of the 
white coat will prove nearly as serviceable as the 
stethescope about the neck or the ophthalmoscope in 
the right-hand pocket. 

This valuable pocket-piece was prepared for the 
author’s staff with no prime intent of wide distribu- 
tion. It is now being made available for general dis- 
tribution to the profession. 


Industrial Medicine and Surgery 














INDUSTRIAL MEDICINE ann SURGERY 


Editor CAREY P. McCORD, M.D. 


Associate Editors ARTHUR R 
HENRY S. BROWN, M.D 

JAMES T. CASE, M.D., F.A.C.S 
NATHAN SMITH DAVIS, M.D., F.A.C.P. 
s. CHARLES FRANCO, M.D. 

LYDIA G. GIBERSON, M.D. 

CHESTER C. GUY, M.D., F.A.C.S. 
EDWARD C. HOLMBLAD, M.D., F.A.C.S 


CARI 


GERRIT W 


METZ, M.D., I 
M.N. NEWQUIST, M.D 

r. OLSON, M.D 
ROBERT COLLIER PAGE, M.D. 
OSCAR A. SANDER, M.D 

H. SCHEPERS, M.D. 
WILLIAM P. SHEPARD, M.D 
JAMES K. STACK, M.D., F.A.C.S 


Overseas 
DR. AXEL AHLMARK, Sweden 

PROF. DR. MED. E. W. BAADER, Germany 
DR. JOHN F. EUSTACE, Ireland 

DR. DOUGLAS GORDON, Australia 

DR. H.O. HOFMEYR, Union of South Africa 
PROF. DR. GIOVANNI PANCHERL Italy 
PROF. DR. JOSE PEDRO REGGI, Argentina 


A.C.S. 


RUTHERFORD T. JOHNSTONE, M.D. ROBERT M. WATROUS, M.D. DR. RAFAEL PENALVER, Cuba 
ADOLPH G. KAMMER, M.D. REX H. WILSON, M.D. DR. A. SALMONT, France 
HEDWIG Ss. KUHN, M.D. WARREN A. COOK, A.B. DR. PERTTI SUMARI, Finland 


ROBERT T. LEGGE, M.D., F.A.C.S. 
CHRISTOPHER LEGGO, M.D. 


HENRY FIELD SMYTH, Jr., Ph.D 
WILLIAM P. YANT, D.SC. 


DR. A. R. THOMPSON, England 
DR. A. UYTDENHOEF, Belgium 


EDWARD R. ASTON, D.D.S. 


ESTABLISHED 1932 


Volume 25 


y : 
Nesurgeence 


o- YEARS ago George Bernard Shaw was 
asked for his appraisal of Christianity. His 
reply in substance was that there could be no ap- 
praisal of Christianity since it had never been ap- 
plied. Some individuals and some families live lives 
well in keeping with the gentle tenets of Christi- 
anity, but nations do not. On our money we in- 
scribe “In God We Trust,” but a postscript might 
be added, ‘“‘We Do Not Practice His Teachings.” 

Yet a revitalization in religion widely is evi- 
dent. It is not sufficient to state that we in Ameri- 
ca are on the verge of a religious upheaval. The 
verge has been crossed. We are in the midst of a 
far-flung religious although still 
far from its flood. Not within the memory of liv- 
ing man has any equal quickening in spiritual 
pulsation been at hand. Outstanding national 
secular periodicals devote major portions of en- 
tire issues to beautiful portrayals of reiigion. 
That could not have happened even 15 years ago. 
National daily newspapers may devote front-page 
columns to religious matters. Churches have more 
members than ever before. Sunday schools have 
tripled in attendance. Books on religion continue 
to be best sellers. Columns in periodicals and the 
daily press are served by the ministry, with meas- 
urable reader devotion. Great evangelists have at- 
tained to enormous prominence. While many 
ascribe to them the upsurge, in reality they are a 


renaissance, 


product not a creator. 

The human soul has new and deep yearnings 
for satisfactions sadly missing. Christianity 
never may have been tried out, but right now the 
demand for acquaintance with Christianity is 
teeming and mounting. 

Overprivileged America, often willing to be 
neglectful of the spiritual, tried to convince itself 


February, 1956 


FEBRUARY, 


Publisher A. D. CLOUD 


1956 Number 2 


. ) |; 4 
In Re 1IfS1On 


that material plenty would satisfy all needs. Com- 
parative wealth has become the lot of most, yet 
the nation stands empty-handed wondering why 
the hunger. Ambitious America sought to supply 
education for all and high education for the many, 
believing, in its infantilism, that education was 
the ointment of sou! fulfillment. The land abounds 
with those bearing the label of education, but the 
great emptiness Bountiful America, 
through unwanted but still bloody wars, sought 
new idealistic purport, chiefly for 
others. The nation still is poking around in the 
ashes of disillusionment. Generous America lav- 


remains. 


worlds of 


ished its moneys on less favored countries, hoping 
against hope that sparks of goodness would lead 
to flames of spiritual amplification the world over. 
Instead, the results have been scarred by snicker- 
ing, greed, and enlarged envy. America as a na- 
tion stands more than empty-handed as a spiritual 
entity, it stands stark naked. It is no miracle that 
a resurgence in religion is grasping the people. 
That is a last resort when it should have been the 
first resort. Even yet, Christianity may be tried 
out in its gracious offerings. 


ND WHAT has all this to do with occupational 

health? Through what justification is space 
here allotted to this renewal of interest in things 
other than mundane? The significance is that this 
religious revitalization is reaching into industry. 
In more than a few areas industrial chaplains 
may be found within the mills and shops. Re- 
ligious counselors are joining hands with medical 
counselors on the work premises. Daily or weekly 
a number of industrial plants now provide op- 
portunities for devotional services in the midst of 
production pursuits. When this shall have gone 


99 








so far that the world may see industrial America 
on its knees in humble supplication for guidance 
-with that humility shared alike by management 
and labor—then the joyous hope will arise that 
Christianity belatedly may come into its own. 
In the first factory in America, in 1644, at 
Saugus in Massachusetts, one of the charter re- 
quirements was that all workers should be fur- 
nished religious instruction. Quickly that require- 
ment was stricken from the charter. Rather quick- 
ly that factory failed. Possibly there is no connec- 
tion. But possibly that thrusting of religious en- 
deavor out of the factory marked the first griev- 
ous error in America’s development of sturdy in- 
dustrial relations between management and labor. 
Today’s sincere need is not for the dour, hell- 
fire pronouncements likely to have been handed 
down by the stern-hearted Puritan industrial 
management of the period. Of religious instruc- 
tion perhaps there has been far too much al- 
ready. Christianity as the influence it deserves to 
be in and out of industry, will be effective only 
when it wells up bounteously in the hearts of 
men and women. The time is not for booming 
crusades, but the time is for heart-ears that will 
hear the stirring motivations to every man to 
build his own cathedral within his own soul. 


The Pan-Specialist in Medicine 


I R. ROBERT A. KEHOE, Vice-Chairman in Occu- 

pational Medicine of the American Board of 
Preventive Medicine, in a recent scientific meet- 
ing, made this statement: “The full-time prac- 
tice of occupational medicine requires more intel- 
lectual competence and a greater variety of knowl- 
edge than does any other field of medical prac- 
tice.” 

On first reading, that language might be rated 
only as a revealment of “‘class’’ pride, or, worse, it 
might suggest a mote of insecurity as to the posi- 
tion of industrial medicine in the hierarchy of 
total medicine. Might not the ophthalmologist 
make the claim that, to be a superior ophthalmolo- 
gist, perforce he must know all the ailments of 
the human body and, ergo, his specialty has no 
narrow confines? Might not the psychiatrist or 
dermatologist take the same position? 


FULL and objective examination will establish 

the rightness of Dr. Kehoe’s assertion. A large 
corporation, recently seeking the services of a 
skilled Medical Director, in its bill of required 
capacities listed 34 different areas in which this 
physician would be expected to function with fa- 
cility. All these requirements were close to medi- 
cine, although only four required the laying of 
the physician’s hands onto patients. What other 
physician is called upon to bring to his workroom, 
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in addition to a working knowledge of all of clini- 
cal medicine, a familiarity with occupational dis- 
eases, industrial hygiene, industrial toxicology, 
fatigue, safety, medical physics, job placement, 
rehabilitation, compensation laws and practices, 
court procedures, alcoholism, counseling, retire- 
ment practices, insurance, budgets, record-keep- 
ing, report preparation, food handling, human re- 
lations, labor relations, and staff training. Add to 
this the demand that the physician become famili- 
ar with the industry itself, its raw materials, in- 
termediate materials, machines, ancillary agents, 
final products, and company policies. Yet there is 
more. Insistence that the Medical Director join in 
community agencies for health, hospital activities, 
local and state medical societies—never neglect- 
ing national scientific conferences, and making 
the literature of his 


his own contributions to 


specialty. 


T IS HALF-WAY agreed among physicians that 
some of the best specialists are those who bare- 
ly squeaked by as to medical graduation, who en- 
tered some narrow medical specialty, who have no 
wide diversity of interests, who endlessly plod 
their ways in circumscribed medical pursuits. The 
obstetrician, intelligent but not brilliant, who has 
delivered 3000 infants and is doing little else may 
be a far more desirable obstetrician than the ex- 
ceedingly brilliant one who has delivered only 300 
newcomers. The devoted but not starry-eyed der- 
matologist who sees 5000 patients yearly and with 
some scientific intelligence may be a better der- 
matologist than the ultra-scientific one who sees 
only 500 patients in that time. 

All that is admirable but illy becomes the In- 
dustrial Medical Director whose major forte is 
ability to perform, without frustration and suc- 
cessfully, a hundred little-related tasks. Function- 
al diversity is a stark necessity for him. One hour 
he may be called upon to advise as to required 
prophylactic measures for the sales manager pros- 
pectively journeying to India, and the next hour 
to guide the chief installation engineer, called to 
Iceland in winter, as to comfort clothing. Without 
a shudder the Industrial Medical Director may un- 
dertake to advise management on almost any 
item, physiologic, pharmacologic, or pathologic 
dodging only such remoteness as ballet dancing 
or wet nursing. Yet last-named arts in- 
volve unique physiologic demands. 

Always there is the lament that so few young 
physicians are willing to undergo the arduous 
academic and practical training in order to qualify 
as an Industrial Medical Director. Possibly the 
ultimate reason is that that specialty does demand 
“more intellectual competence and a greater va- 
riety of knowledge than does any other field of 
medical practice.” 


those 


Industrial Medicine and Surgery 











SMOOTHAGE ACTION IN CONSTIPATION 
aT 
x 
fy os } 


Roentgenographic pattern of colon mass propulsion:\ 


(1) Ascending colon filled. Y 4 . os se ie 
rf; 4 Lf. a 


(2) Unsegmented mass propelled through . 
transverse colon. t Ae \ ~ 3 
f if i <8 oFe,, 2 - v8 ee. A 
(3) Propulsive force follows mass through : ee vs. Pr “f P . 
7e i ~ 7 ii Seee.,0* ere! . sacge 3 
descending colon. A “—— va i i 
(4) Pelvic colon reservoir filled. Bs ee ry ,% 
: a eons oe ? / j 3 
3 Pw 1’ bs al { De 
Bees, : : Pets in. siler es t ay 
a sows Se tt eal ‘a oo . . 
PD * f : 4 
te i A ase ens 
: rahe {! : ‘ie 


If you wish to recommend a physician for membership in the INDUSTRIAL MEDI- 


CAL ASSOCIATION, please fill in, tear out, and mail to the IMA Headquarters 


Office, 28 East Jackson Boulevard, Chicago 4, Illinois. 


| a a a 


I wish to recommend a physician* for membership in the INDUSTRIAL MEDICAL ASSOCIA- 


TION. I (have) (have not) discussed this application with him. 


Signed_ 7 
Address_ 
*Name_ ‘ 
Address__ 
City_ State_ attpehaanai 
(over) 
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nervous fatigue and tension, improper intake OI 
fluid, improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and abuse 
of the intestinal tract through excessive use of 


pound —also four ounces and eight ounces. G. D. 
Searle & Co., Research in the Service of Medicine. 





laxatives.” 

The characteristics of Metamucil permit the cor- 
rection of most of these factors: it provides bulk; 
it demands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate; and 
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more, The Williams & Wilkins Company, 1950, pp. 579-583. 
2. Bargen, J. A.: A Method of Improving Function of the 
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so far that the world may see industrial America 
on its knees in humble supplication for guidance 
with that humility shared alike by management 
and labor—then the joyous hope will arise that 
Christianity belatedly may come into its own. 
In the first factory in America, in 1644, at 
Saugus in Massachusetts, one of the charter re- 
quirements was that all workers should be fur- 
nished religious instruction. Quickly that require- 
ment was stricken from the charter. Rather quick- 
ly that factory failed. Possibly there is no connec- 
tion. But possibly that thrusting of religious en- 
deavor out of the factory marked the first griev- 
ous error in America’s development of sturdy in- 
dustrial relations between management and labor. 
Today’s sincere need is not for the dour, hell- 
fire pronouncements likely to have been handed 
down by the Puritan industrial 
management of the period. Of religious instruc- 
tion perhaps there has been far too much al- 


stern-hearted 


ready. Christianity as the influence it deserves to 
be in and out of industry, will be effective only 
when it wells up bounteously in the hearts of 
men women. The time is not for booming 
crusades, but the time is for heart-ears that will 


and 


hear the stirring motivations to every man to 
build his own cathedral within his own soul. 


The Pan-Specialist in Medicine 


I R. ROBERT A. KEHOE, Vice-Chairman in Occu- 

pational Medicine of the American Board of 
Preventive Medicine, in a recent scientific meet- 
ing, made this statement: “The full-time prac- 
tice of occupational medicine requires more intel- 
lectual competence and a greater variety of knowl- 
edge than does any other field of medical prac- 
tice.” 

On first reading, that language might be rated 
only as a revealment of ‘‘class” pride, or, worse, it 
might suggest a mote of insecurity as to the posi- 
tion of industrial medicine in the hierarchy of 
total medicine. Might not the ophthalmologist 
make the claim that, to be a superior ophthalmolo- 
gist, perforce he must know all the ailments of 
the human body and, ergo, his specialty has no 
narrow confines? Might not the psychiatrist or 
dermatologist take the same position? 


FULL and objective examination will establish 

the rightness of Dr. Kehoe’s assertion. A large 
corporation, recently seeking the services of a 
skilled Medical Director, in its bill of required 
capacities listed 34 different areas in which this 
physician would be expected to function with fa- 
cility. All these requirements were close to medi- 
cine, although only four required the laying of 
the physician’s hands onto patients. What other 
physician is called upon to bring to his workroom, 


in addition to a working knowledge of all of clini- 
cal medicine, a familiarity with occupational dis- 
eases, industrial hygiene, industrial toxicology, 
fatigue, safety, medical physics, job placement, 
rehabilitation, compensation laws and practices, 
court procedures, alcoholism, counseling, retire- 
ment practices, insurance, budgets, record-keep- 
ing, report preparation, food handling, human re- 
lations, labor relations, and staff training. Add to 
this the demand that the physician become famili- 
ar with the industry itself, its raw materials, in- 
termediate materials, machines, ancillary agents, 
final products, and company policies. Yet there is 
more. Insistence that the Medical Director join in 
community agencies for health, hospital activities, 
local and state medical societies—never neglect- 
ing national scientific conferences, and making 
his own contributions to the literature of his 
specialty. 


T IS HALF-WAY agreed among physicians that 
some of the best specialists are those who bare- 
ly squeaked by as to medical graduation, who en- 
tered some narrow medical specialty, who have no 
wide diversity of interests, who endlessly plod 
their ways in circumscribed medical pursuits. The 
obstetrician, intelligent but not brilliant, who has 
delivered 3000 infants and is doing little else may 
be a far more desirable obstetrician than the ex- 
ceedingly brilliant one who has delivered only 300 
newcomers. The devoted but not starry-eyed der- 
matologist who sees 5000 patients yearly and with 
some scientific intelligence may be a better der- 
matologist than the ultra-scientific one who sees 
only 500 patients in that time. 

All that is admirable but illy becomes the In- 
dustrial Medical Director whose major forte is 
ability to perform, without frustration and suc- 
cessfully, a hundred little-related tasks. Function- 
al diversity is a stark necessity for him. One hour 
he may be called upon to advise as to required 
prophylactic measures for the sales manager pros- 
pectively journeying to India, and the next hour 
to guide the chief installation engineer, called to 
Iceland in winter, as to comfort clothing. Without 
a shudder the Industrial Medical Director may un- 
dertake to management on almost any 
item, physiologic, pharmacologic, or pathologic 
dodging only such remoteness as ballet dancing 
last-named arts in- 
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nursing. Yet those 
volve unique physiologic demands. 

Always there is the lament that so few young 
physicians are willing to undergo the arduous 
academic and practical training in order to qualify 
as an Industrial Medical Director. Possibly the 
ultimate reason is that that specialty does demand 
“more intellectual competence and a greater va- 
riety of knowledge than does any other field of 
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Roentgenographic pattern of colon mass propulsion! 


(1) Ascending colon filled. 
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Reestablishing Bowel Reflexes with Metamucil” 


Nervous fatigue, tension, injudicious diet, failure to establish regularity, too little 
exercise, excessive use of cathartics—all factors which contribute to constipation. 


Sufiicient bulk and sufficient fluid form the basic 
rationale of treatment of constipation. Metamucil 
(the mucilloid of Plantago ovata) produces a bland, 
smooth bulk when mixed with the intestinal con- 
tents. This bulk, through its mass alone, stimulates 
the peristaltic reflex and thus initiates the desire to 
evacuate, even in patients in whom postoperative 
hesitancy exists. 

Correction of constipation logically, therefore, 
lies in the suitable adjustment of such factors as 
nervous fatigue and tension, improper intake of 
fluid, improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and abuse 
of the intestinal tract through excessive use of 
laxatives.” 

The characteristics of Metamucil permit the cor- 
rection of most of these factors: it provides bulk; 
it demands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate; and 


it does not establish a laxative “habit.”” Metamucil, 
in addition, is inert, and also nonirritating and non- 
allergenic. 

The average adult dose is one rounded teaspoon- 
ful of Metamucil powder in a glass of cool water, 
milk or fruit juice, followed by an additional glass 
of fluid if indicated. 

Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of one 
pound —also four ounces and eight ounces. G. D. 
Searle & Co., Research in the Service of Medicine. 
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Bowel, Gastroenterology /3:275 (Oct.) 1949. 





Consider the ADVANTAGES of ANAGIN 


For the rational non-narcotic relief of PAIN 


You can depend upon Anacin for prompt, safe and prolonged analgesia 
without hypnotic effect. Anacin tablets afford optimal results for 
non-narcotic intervention of simple pain, an important factor whenever a 
patient is required to continue working while under treatment. Anacin 

is exceptionally well-tolerated, non-habit forming and can’t upset the 
stomach. Anacin is packed especially for industrial use—a unit of 250 
cellophane envelopes, each containing two Anacin Tablets. This 
package offers the advantages of cleanliness and convenience for 


dispensing to individuals. Won’t you consider Anacin for your patients? 


WHITEHALL PHARMACAL COMPANY, NEW YORK, N. Y. 





News, Comment, Opinion 


~ANADIANS lose 143,150 years 
3 a period many times longer 
than all recorded time—of work- 
ing hours, in one year through 
illness. This tigure does not take 
into account the extra years lost 
every year in the home, through 
illness. Hea!th League of Canada. 


Occupational Hazards 

HE National Safety Council 

rates office work as more dan- 
gerous than employment in a 
powerhouse or in the construction 
industry. The Council claims 
there are only four occupations 
more hazardous than office work: 
mining, lumbering, quarrying, 
and cement production. Disabling 
injuries among white-collar em- 
ployees are 2.6 per million man- 
hours worked. 


Horizons, quoted in The Manage- 


ment Review, January, 1956. 
Life Expectancy 
LAs? YEAR, for the first time, the 
life expectancy of industrial 
workers equalled that of the gen- 
eral population. Forty years ago, 
when reliable information on this 
relationship first became avail- 
able, the industrial worker, on 
the average, died seven years 
earlier than the individual not 
employed in industry. 
From Medical Advance, 
December, 1955. 


November- 


Trudeau School of Tuberculosis 
HE TRUDEAU School of Tuber- 
culosis will present its forty- 

first annual session, beginning 

Monday, June 4, 1956, and con- 

cluding June 29, 1956. The course 

will cover all aspects of pulmo- 
nary tuberculosis and also certain 
phases of other chronic chest dis- 
eases including those of occupa- 
tional origin. As the Trudeau San- 
atorium is now closed, the clinical 
material for the course will be 
derived from Ray Brook State 

Tuberculosis Hospital, Tupper 

Lake Veterans Facility, Will 

Rogers Memorial, and Sanato- 

rium Gabriels. The skills of the 

research laboratories and of the 
practicing tuberculosis specialists 
of Saranac Lake will be called 
upon as in the past to participate 
in the program. There will also 
be greater participation than pre- 
viously by guest lecturers from 
different parts of the country, 
which it is believed will help to 
make the course more interesting 


and authoritative. The Trudeau 
School of Tuberculosis has been 
approved for training of Veter- 
ans under Public Laws and those 
desiring to obtain Veteran’s bene- 
fits should clear their registra- 
tion with the Veterans Adminis- 
tration before the session begins. 
The tuition fee for the four-week 
course is $100. For information 
and registration forms, write: 
Secretary, Trudeau School, 7 
Church Street, Saranac Lake, 
New York. 


Special Training 

SYCHIATRISTS get special train- 

ing for work in industry under 
fellowships, established by Car- 
negie Corporation, at New York 
State School of Industrial and 
Labor Relations, Cornell Univer- 
sity, to meet ever-increasing need 
for psychiatrists with experience 
in industrial problems. Program 
includes two semesters of campus 
study and one year of field ex- 
perience, preferably under joint 
supervision of personnel and 
Medical Departments. Required 
subjects include personnel admin- 
istration, collective bargaining, 
protective labor legislation, so- 
ciology, applied anthropology, 
and social pyschology. 

—Industrial Relations News, Decem- 

ber 10, 1955. 

Recognition 
SONOCO PRODUCTS COMPANY was 

awarded the Industrial Medi- 
cal Association’s Citation for 
Health Achievement in Industry 
at the 1955 Industrial Health 
Conference, Buffalo, April 27. 
This achievement was represented 
by the Company’s new Medical 
Department at Hartsville, South 
Carolina. Textile Age, December, 
1955 (published at Cos Cob, Con- 
necticut) has an illustrated de- 
scription of this Medical Depart- 
ment, outlining its 10-point pro- 
gram. 


XK 


The Difference 

AVE YOU ever wondered just 

how the private practitioner 
differs from the average full-time 
industrial physician? After all, 
all of us went to the same col- 
leges, studied under the same pro- 
fessors, interned at the same hos- 
pitals, took the same board exam- 
inations, and belong to the same 
medical societies and hospital 
staffs. We treat a laceration or 





OUR S393 th YEAR 


WoopWARD 


y Yedical Rr sonnel Bu AeA 


FORMERLY AZNOES 


3rd Jlooretas N. WABASH AVE. 
CHICAGO.e | 
® ANN WOODWARD * Ditectol. 


SITUATIONS WANTED 


Medical Director: (a) Since 1948, Medical 
dir, large indus medical facility; seeks only 
challenging oppor preferably in East; middlc 
0's; immed avail 


Medical Director: (b) M.S. (Medicine); Dipl 
internal medicine; Board eligible, cardiology; 
6 years, successful priv pract, int medicine & 
instructor, cardiology; Phil area only; middle 
30's. 


Ass’t Medical Director: (c) M.S. (indus medi 
cine); A.E.C_ Fellowship; 3 yrs, med office: 
USAMC; seeks indus medicine, with or with 
atomic installation, pref in Illinois or 
past vr, gen’l pract in lge industrial 
center. early 30's. 


Staff Phy: (d) Graduate, Hanneman Medical 
Cullege; past 6 yrs, successful private gen'l 
pract; seeks indus medicine with regular 
hours, salary & security; early 30's; inter in 
indus med as career; any locality but prefers 
Pa., Va., or East. 


Staff Phy: (e) MD degree, Duke; complet’g 
training in internal medicine; prefers indus 
medicine in Calif, Texas, Ohio, Pa., New 
Jersey; age 29; married, | child (4 


Staff Phy: (f) MD degree, Jefferson Medical 
College; 2 years, medical officer, USAMC; 3 
years, private gen’'l pract; desires indus med 
with regular hours; consider any large city 
but prefers New Jersey, Pa., New York 
seeks indus med as career. age 30 


Staff or Assistant Med Dir: (g) MD degree 
Hahnemann Med College; 15 years, Ass’t 
medical dir, ass’t dir and, now, admin dir, 
important Liberal Arts University; seeks 
indus medicine; experience, both clinically 
& administratively should prove valuable; 
present position offers little further oppor 
for development; mature man with sound 
values; any locality but prefers Penna or 
East. late 40's. 


Staff: (h) Internal medicine & physical thera- 
py interests; 18 years, successful private gen’l 
pract; desires to specialize in one branch of 
medicine; prefers full time appointment in 
large industry; middle 40's. widower; any 
locality. 


Staff: (i) Medical Degree, Harvard; Board 
eligible internist; past 2 years, private gen’l 
practice; seeks indus medicine; excellent 
references; carly 30's; draft exempt; any 
locality. immed available. 


Staff: (j) Excellent residencies, | year cach, 
general and orthopedic surgery; since "52 in- 
dustrial physician, U.S. Arsenal; prefers 
West Coast. age 32. 


Staff or Ass’t Medical Director: (k) MD de- 
gree, Univ of Maryland, Schl of Med; several 
years successful private practice; 3 years, 
plant physician, important company, major 
industry; (chemicals); while prefers med di- 
rectorship, small industry, will consider as 
sistantship, if very large company or staff 
position provided opportunity exists for ad- 
vancement in short time; excellent person- 
ality with good experience in indus medi- 
cine; early 40's; recommended. 


We offer you our best endeavors—our integri- 
ty—our 59 year record of effective placement 
achievement 


PLEASE SEND FOR AN ANALYSIS FORM 
SO WE MAY PREPARE AN INDIVIDUAL 
SURVEY FOR YOU 


STRICTLY CONFIDENTIAL 
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a fracture occurring on the high- 
way, in the home, or in the fac- 
tory in the same manner. Never- 
theless, there is one point on 
which most general practitioners 
doing part-time industrial work 
differ greatly from full-time in- 
dustrial physicians. Almost in- 
variably the general practitioners 
lack familiarity with the working 
environment of the employees 
they are treating. It is my sin- 
cere belief that every physician 
doing industrial medicine, wheth- 
er he be a full-time industrial 
physician or a general practi- 
tioner, should be thoroughly fa- 
miliar with every process occur- 
ring in those plants to which he 
gives attention if he expects to 


render the best service possible. 
From “Relationship Between the 
General Practitioner and the Indus- 
trial Physician,” by EArt F. Lutz, 
M.D., in What’s New in Industrial 
Nursing, January, 1956. 


"Fearfully & Wonderfully Made" 
AS AN ITEM of curiosity to show 

how complicated the human 
body is, consider this: a piece of 
human skin the size of a postage 
stamp contains three million cells, 
a yard of blood vessels, four 
yards of nerves, 100 sweat glands, 
15 oil glands, and 25 nerve ends. 


Today's Health, January, 1956. 


Absentee Procedures 
BSENTEE procedures outlined 
for employees of Owens-Illi- 


for every emergency 


SURGISET*® 


skin closure sutures 

three dozen needle sutures 

in sterile pack jars—ready to use— 
includes chrome-plated rack— 

all for price of sutures alone 


yew POCKET SURGISET™ %.": 


six tubes of needle sutures 
compact—convenient— 


ready to use 


with 


néw reverse-cutting 


ATRALOC® Needles 


ETHICON. nc 
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nois, Gas City, Indiana, as fol- 
lows: “Sick absentee” report 
must be made to supervisor at 
earliest opportunity. If absence 
lasts more than two days, sick 
absentee card must be taken to 
nurse, who issues “return to 
work” pass and clock card. Doc- 
tor’s examination is given if 
there is doubt about employee's 
fitness. “Asked off” request must 
be made to supervisor at least 24 
hours in advance of shift. Ex- 
cuses will be granted for any 
number of reasons, from personal 
business to religious holiday. “Re- 
port off’ is made to supervisor 
before start of shift for unex- 
pected emergency conditions, such 
as sickness or death in family, 
baby sitter trouble, trans- 
portation breakdown. “No 
reports” are subject to im- 
mediate disciplinary ac- 

tion. They include ab- 
sences without legitimate 
excuse, without report to 
foreman 24 hours in ad- 

vance. If person does not 

report for seven continu- 

ous days, he is discharged. 

From Industrial Relations 


News, VI:1 (January 7) 


1956. 


Causes of Absenteeism 
BSENTEEISM costing in- 
dustry more than $5 

billion yearly in terms of 

services and lost produc- 
tion, according to conserv- 
ative estimate of Re- 
search Council for Eco- 
nomic Security, whose re- 
cent comprehensive inves- 
tigation of problem indi- 
cates that, if all data were 
available, loss from ab- 
senteeism might be as 
much as $10 billion. 

“There is the direct loss of 

wages and income for the 

workers and the cost of 
medical care, in addition 
production 

Gerhard Hirsch- 

feld, Council’s Director. 

“These are considerable, 

even with the extensive 

protection of group sick- 
ness compensation, hospi- 
talization, surgical insur- 
ance and prepaid plans 
prevalent in industry to- 
day.” Absenteeism reduc- 
tion programs should in- 
clude following points, ac- 
cording to  recently-pub- 
lished findings of Council’s 
seminar and workshop: 

Adequate absenteeism rec- 

ords should be maintained 

by every company. (It 


loss,” 





was recommended that some 
central agency make available 
national summaries of repre- 
sentative experience, with 
which company records could 
be compared.) Program should 
be comprehensive, should not 
‘absence- 


‘ 


concentrate solely on 
prone” worker, because real 
causes of absenteeism are 
many, involving general fac- 
tors of morale, proper job 
placement, sense of responsi- 
bility, home and family prob- 
lems, worker’s health. Com- 
pany medical program can 
play important role, should in- 
clude periodic medical exam- 
inations and follow-up of ill- 
nesses (permitting early diag- 
nosis of possible serious dis- 
ability), should assist workers 
in securing proper treatment. 
Employee benefit plans should 
be carefully evaluated to deter- 
mine how they can aid effec- 
tively in absenteeism control. 
From Industrial Relations News, 

Vil:1 (January 7) 1956. 


How Much is Too Much 
BSENTEEISM is here to stay. 
Nobody would debate this 
lamentable point. But how 
much absence is inevitable and 
how much preventable? The 
question continues to plague 
companies of every size and 
shape. One firm feels fairly 
satisfied if the absence rate 
is held to 6% or 8%. Another 
worries about a 3% rate, and 
the search for objective crite- 
ria of what’s a good attend- 
ance record or a poor one goes 
on. Though it doesn’t fill the 
need for comprehensive nation- 
wide statistics, a recent study 
by the Merchants and Manu- 
facturers Association of Los 
Angeles does provide an illu- 
minating picture of absentee- 
ism in one important indus- 
trial area. Among the impor- 
tant findings: The average one- 
month absence rate for 219 firms 
with 109,000 employees was 2.8%. 
When exempt salaried employees 
were removed from the calcula- 
tion, the rate was an even 3%. 
Night shifts (particularly the 
third or “graveyard” shift) have 
higher absence rates than day 
shifts. This is true for both male 
and female employees and for 
hourly-paid as well as _ non- 
exempt salaried employees. But 
the differences between day-shift 
and night-shift absentee rates is 
more pronounced among female 
office employees than among fe- 
male hourly production workers. 


chou fpr 


precision and 


performance 


BARD-PARKER 
RIB-BACK 
SURGICAL BLADES 


BARD-PARKER RIB-BACK SURGICAL BLADES 
are preferred by the Profession . . . because they know 
that each blade, through continuous inspection—meets 


every specification. 


And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
BLADES .. . they are always dependable and highly 


economical in performance. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 


Over all, the absence rate for fe- had a slightly higher average ab- 
male employees was higher than sentee rate (3.1%) than those 
the male rate. Absentee rates for who don’t (2.8%). Requiring at- 
office workers were in general tendance before and after a holi- 
lower than for shop employees. day helps cut absenteeism, as 
But managerial, professional, and might be expected. Those com- 
technical people had a better rec- panies requiring attendance the 
ord than either of these groups. day before the holiday showed a 
Monday’s a bad day. The absence 1.9% absentee rate compared with 
rate in this study was 3.3% for 2.3% for those who don’t. Those 
Monday but only 2.6% on Wednes- requiring work on the day after 
day and Thursday. Tuesdays and the holiday had a 2% rate com- 
Fridays both had rates of 2.8% pared with 3.6°° for those who 
in this study. Making Monday a don’t. One interesting finding: 
payday helps; the absence rates Large firms participating in the 
of firms that pay their hourly study didn’t have appreciably 
people on Monday were 2.6%. higher rates of absence than 
Employers who provide sick pay small ones. And extending the 
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CLEARS UP MANY CASES 


Not Responsive to Other Therapy 


For Occupational 
Dermatoses 


Contact dermatitis of hand 
before using Silicote 


After using Silicote—irnta- 
tion cleared, skin protected. 


Contains 30% silicones in 
petrolatum base. 


workweek over 40 hours did not 
affect the rate, either. Though 
the Los Angeles survey yields 
no over-all cost figures, one com- 
pany did provide a useful example 
of how to figure this cost by com- 
puting the cost of the additional 
manpower needed to replace the 
absentee. This manufacturer’s 
production schedule called for 
10,000 direct labor hours per week 
for the year, or an average of 250 


Silicote protects skin against aqueous irritants and per- 
mits skin to heal. Patients can continue normal work dur- 


ing Silicote use. It adheres to skin, is inert. Send for 


samples. 


1. Talbot, J.R. et al: J. 
2. Morrow, Grant: Calif. Med. 80:21 


ARNAR-STONE LABORATORIES, INC., 


for lost production due to ab- 
sences, it was thus necessary to 
employ 263 people instead of 250 
These 13 additional employees 
were machinists, earning $2 per 
hour—a _ total cost of $54,080. 
Since 40% of the absences were 
not paid for through the sick- 
leave program, the added direct 
labor cost was actually 60% of 
$54,080, or $32,448. On this basis, 


the added per-unit production 


Inv. Derm. 17:125 


SILICONE OINTMENT 


MOUNT PROSPECT, ILLINOIS 





Accidents and Age 
Or of the most common rea- 
sons offered for discrimina- 
tion against the older worker is 
that he is more of an accident risk 
than the younger worker. That 
this view is not justified has been 
demonstrated repeatedly in_ in- 
dustry, automobile driving, and 
aviation. In terms of frequency 
rates, workers between 40 and 54 
had rates only about 66% as high 


absenteeism could as workers under 21, and 70% as 
high as those in their 20’s, in 
one study covering 26,000 em- 
ployees in four plants. The rate 


employees working 40 hours a cost due to 
week. The firm had an absentee readily be calculated. 
- an . imployer Relations Bulletin (Na- 
rate of 5%. To complete the direct whi od fl “ oe — oe 
< tional Foremen’s Institute), in The 
labor requirement, compensating 


Management Review, January, 1956. 


anew and specific treatment of 


PREMENSTRUAL TENSION... 


CONTROLS THE 


e fluid retention 


@ anxiety-tension 


tablets 


PANMBROMA 


combination therapy for a complex condition 


Pamabrom (to neutralize the action 
of the antidiuretic hormone) isis seit: cece: Sean 
Dextro-amphetamine sulfate (to elevate the mood). 2.5 mg. 
Carbromal (to relax tension) 130 mg. 
Salicylamide (to relieve pain) 250 mg. 
Bottles of 24 and 100 tablets 


WHITTIER LABORATORIES «919 N. MICHIGAN AVE., CHICAGO 11, ILLINOIS 


Each tablet 
contains: 
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HILLMAN’S D COMPOUND 
for frompt, sage relief from 


DYSMENORRHEA.. 


for over 25 years. 


IDEAL FOR 


ADVANTAGES OF OD COMPOUND 
Affords prompt relief. 
Easy to take capsules. 


Patient may return immedi- 
ately to work. 


Repeated dosage not neces- | 


INDUSTRIAL USE 


HILLMAN PHARMACEUTICAL CO. 


gcxas Naf 
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for workers of 60 years and older 
was lower than for those under 
21, and about the same as for 
those between 21 and 29 years 
of age. A number of other studies 
agree with the general finding 
of a decline in accidents with age. 
In this respect, the only disad- 
vantage of the older workers is 
that their disabilities last longer 
once they are injured; they re- 


185 N. Wabash Avenue 


Chicago 1, Illinois 


4 


more frequent dressings, especial- 
ly those over 60 years of age. The 
frequency of automobile accidents 
is of interest in connection with 
the relationship between age and 
accident rates. In one study, the 
frequency of accidents by age 
was compared to the expected in- 
cidence based on the age distribu- 
tion of drivers in the State of 
Connecticut. The 20-29 year age- 
group has a much larger accident- 


sary. 


@ No harmful after-effects. 


WRITE for FREE SAMPLES 


rate than would have been ex- 
pected on the basis of the number 
of licensed drivers in this group. 
Individuals over 30 years of age, 
on the other hand, had fewer ac- 
cidents in proportion to the ex- 
pected number. The curve for 
persons over 60 tends to approach 
the curve for expected frequency. 
Similar findings have emerged 
from studies in other states, even 


quire longer healing periods and 


when differences in miles driven 


... Relieve upper respiratory symptoms and 
... Prevent secondary infections with 


A-P-Cillin® 


Now available in two potencies 


NEW A-P-CILLIN-200 


Procaine Penicillin G 

Diphenylpyraline Hydrochloride. . 

Acetylsalicylic Acid 

Phenacetin 

Caffeine 

2 tablets t.i.d. 


In bottles of 50 and 500 tablets. 


1 tablet q.i.d. 
In bottles of 24, 100 and 500 tablets. 


WHITE LABORATORIES, INC. KENILWORTH, NEW JERSEY 





prescribe 


A y. 
“ CAMP 
for 


immobilising the 
lumbosacral 


region 


When diagnosis in- 

dicates need for 

immobilization of 

the entire lumbo- 

sacral region, a 

Camp Authorized 

Dealer will provide 

your patient with 

an immediate, pro- 

fessional fitting of 

a Camp _ garment 

designed specifical- 

ly for the job. Your 

patients have the assurance of com- 
fort through superior construction, and 
economy through Camp's low prices. 


SUPPORTS ~~ APPLIANCES 


JACKSON, MICHIGAN 
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at different ages are taken into 
account. Since the groups below 
25 years consistently score higher 
on motor coordination and _ skill 
tests, the results of such studies 
have emphasized the need for 
training young drivers not only in 
driving habits but also in safe at- 
titudes. The higher accident rate 
of youthful drivers has led cer- 
tain automobile casualty com- 
panies to set rates partly on the 
basis of age. 

—From “The Psychological Aspects 
of Aging,”’ by Ross A. MCFARLAND, 
Pu.D., Sc.D., in Bulletin, New York 

Acad. Med., January, 1956. 


Radiological Safety Conference 
ADIOLOGICAL Safety Conference 
to help industry protect its 
workers from on-the-job hazards 
of atomic energy and other radia- 
tion was being held at Canisius 
College, Buffalo, January 17-19. 
This Conference was jointly spon- 
sored by the New York State De- 
partment of Labor and Canisius 
College. It was designed to train 
the trainers—to acquaint safety 
engineers and other supervisory 
personnel with problems and con- 
trol techniques of atomic energy 
and other radiation in industry. 
The supervisors also were given 
advice on training workers to pro- 
tect themselves. Instructors in- 
cluded faculty members of Canisi- 
us College, and physicians and en- 
gineers of the New York State 
Labor Department’s Division of 
Industrial Hygiene. A highlight 
of the Conference was a discus- 
sion of New York State’s new 
worker-safety regulations — In- 
dustral Code No. 38—by the per- 
sons who will enforce it. The 
Code, which became effective on 
December 15, is intended to pro- 
tect the approximately 150,000 
workers in New York State who 
may be exposed to the effects of 
radiation while at work. Practical 
control techniques as applied in 
factories will be stressed. Mini- 
mum instruction in basic atomic 
physics will be given, but only 
enough theory will be presented 
so that fundamental problems 
may be solved. Topics discussed 
included the problem of radiation 
control in industry, principles and 
properties of radiation, principles 
of radiation protection and con- 
trol, instrumentation, the radio- 
logical safety problem in indus- 
try, provisions of New York State 
Industrial Code Rule No. 38 re- 
lating to radiation protection, and 
ventilation. 
~News Release. 


Absenteeism 


is a great hazard 
in industry. 
You can solve a good 
proportion of it among 


your workers with this 


scientific tool, the 


HARGER DRUNKOMETER 


The simple, accurate provable 
way to determine the extent 
to which alcohol is responsible 
for a persons impairment of 


function. 


It protects the light drinker 
and convicts the guilty. 


Checks feigned illness, 
accident possibility, re- 
duces production costs. 


The Harger Drunkometer 
used nationally in industry 
and police departments, is 
the oldest and most widely 
used of the breath meth- 
ods. 


Write today for list of in- 
dustries now successfully 
using the Harger Drunko- 
meter. 

Ask for folder M-302 





DRAMATIC “UPSIDE-DOWN HAND TEST” 
PROVES SBS-60 IS ALMOST 


IMPOSSIBLE 
TO WASTE! 
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Dispensed from “throw-away” container — no 
costly maintenance. One “C-60” dispenser re- 
places from 3 to 6 conventional soap dispensers. 
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CREAM DEODORANT SOAP 
Saves up to 50% on soap costs 


The above photograph PROVES that no other soap can of skin cleanser heralded as the first major soap devel- 
match the REAL ECONOMY of SBS-60 Cream De- opment in a quarter of a century. 

odorant Soap. No matter how efficient your present skin cleansers... 
A ; : . ; : SBS-60 Cream Deodorant Soap can bring you savings 
SBS-60 is a white, opaque, thick-bodied cream that is up to 50%. There are the facts. Get complete, detailed 
economically dispensed . . . and for all practical pur- “question and answer” literature and learn the whole 
poses, is impossible to waste! It is an entirely new type exciting story. Mail the coupon now. 


| 302 Waller St., Saginaw 65, Mich. 


1 GENTLEMEN: 
Send detailed “question and answer” literature on 
SBS-60 Cream Deodorant Soap. 








en, Gone, pbs nag 8 Co. 
ae emical By-Products Division 

902 Waller $t,, Saginaw, Mich. | COMPANY 
SBS research developed SBS-60 after years of ADDRESS 
study. This new type of soap is proclaimed the Canadian Subsidiary ! 


successor to liquid and bar soaps. Chemical By-Products, Ltd. | 
. . 8 Risley Ave, Toronto 3, Canada | ary. ZONE___STATE 
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The EKG 
in INDUSTRY 


— Earlier Diagnosis pay 


More Effective Control of 
Cardiovascular Disease — 


we consider the electrocardiograph one of 


the most important diagnostic instruments in our 
laboratory ... 

“The initial cost of equipment, the operating ex 
pense and the upkeep are not unreasonable for the 


benefits derived.’’* 


The BURDICK EK-2 
DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


OFFERS YOU: 

dependable, accurate records 

simple controls 

automatic timing 

fast switching between leads 

Burdick service for Burdick equipment 
See your Burdick dealer for demonstration 


THE BURDICK CORPORATION 


Milton, Wisconsin 


*Trapnell, J. M., Jr., and Linder, E. K.: The Electrocardic 
aram in Industry, Indust. Med. & Surg. 24:335 (Aug.) 1955 





Reece Wood Sole Acts As Splint 


REECE ORTHOPEDIC SHOE 


No. x175-CG—Men's No. x173-CG—-Women's 
for 
BROKEN FOOT BONES 
CRUSHED TOES SWOLLEN FEET 


SMOOTHLY finished WOOD SOLE 

with AIRFOAM insole acts as splint. 

Keeps injured foot immobile. 
Keeps a man on his feet and on the job. Cool, firm 
but lightweight canvas upper laces entire length 


. .. makes for perfect fitting even though heavily 
bandaged. SIZES—Small, Medium, Large. 


WRITE FOR FOLDER 


REECE WOOD SOLE SHOE CO. 


Dept. M Columbus, Nebr, 


LECTRON-O-SCOPE 
Amplifying Stethoscope 


Amplifies up to 50 times without tone dis- 
tortion. Tone control permits selection of 
tones from 20 cycles to 1000 cycle range 
so heart or lung sounds can be selected 
and amplified. Permits earlier and more 
accurate diagnosis of body sounds. 


ARLINGTON MEDICAL COMPANY 
11 N. State Road * Arlington Heights, Ill., USA 











Relax the best way 
... pause for Coke 


continuous quality 
is quality you trust 


Refreshed ff 
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‘e high degree of solubility of ‘Thiosulfil’’ combined with 
‘ah bacteriostatic activity and low acetylation rate insure 
ra, and effective action with virtually no side effects. 


“THIOSULFIL. 


; ‘ Brand of sulfamethylthiadiazole 





safest, most effective sulfonamide 


for urinary tract infections 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada & 
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ELECTRO- 
(ARDIOGRAPHY 
HELPS 
PROTECT THEM 


RovurtINE ELECTROCARDIOGRAPHY during periodic 
check-ups today detects cardiac disease when it 
might otherwise not be noted. Discovery of the 
disease in an early, and possibly remedial, stage 
protects the worker and can be a guide in his 
proper job placement. Industrial physicians are 
also finding the electrocardiogram valuable in 
diagnosing cardiac episodes occurring at work.':? 

When you have decided that an ECG belongs 
in your medical department also, you will be 
interested in the ‘extra dividends” provided by 
the Sanborn Viso-Cardiette — such as a well-known 
dependability and continuity of service, continual 
direct contact with the designers and makers of the 
instrument, and exclusive by-mail service helps to 
augment the facilities of your nearby Sanborn 
representative. 

Descriptive literature and details of a 15-day 
no obligation trial plan will be sent on request. 


Bibliography: 

1. OVERHOLT, B. M.: CARDIOLOGY — 
Routine Electrocardiography in Industry. 
INDUSTRIAL MEDICINE & SURGERY, 
19:11, Nov. 1950. 

. TRAPNELL, JOHN M., JR., and LINDER, E. 
KERN: “The Electrocardiogram in Industry” 
INDUSTRIAL MEDICINE & SURGERY, 
August, 1955. 

. DurnaM, J. R., and McGEE, L. C.: “The 
Electrocardiogram in the Examination of 
the Industrial Worker’’ ANNALS OF 
INTERNAL MEDICINE, 

41:5, November, 1954, 
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For'run-down people 


Those who chronically complain of feeling tired and 
“run-down” are frequently found to suffer from 
anemia. This common condition robs a worker of 
his vitality, thus making him less efficient —and 
inefficiency is costly! 

One solution to this problem is a company-wide 
Anti-Anemia Program. Perhaps your medical depart- 
ment is now considering one. If so, it will be worth your 
while to talk it over with the Lederle Representative 
who will be able to aid you in your planning. Ask 
him about PERIHEMIN® and PRONEMIA,® Outstanding 
Lederle hematinics that can help make your Anti- 
Anemia Program a success. 


PERIHEMIN PRONEMIA 


Hematinic Hematinic 


Why not contact the Lederle man today—or 
write us and we'll send a representative to see you! 





7 DOME CHEMICALS 


% 
” West 64th Street > N 


The normal skin has an acid pH between 4 and 6. 


This acid mantle acts as a protective barrier. 


When the skin is washed with soap or detergents, or is exposed 
to chemicals, solvents, et cetera, the protective acid mantle 
is removed. 


fenedicteiy otter warning o ott 
POUtaTeRN ar use ONt 


This exposes the unprotected skin to contact irritants and SF ome comics INC 
pathogenic organisms. It results in a rise in the skin pH above 
7, provides a fertile field for development of harmful bacteria AVAILABLE 

and fungi, and may result in various types of dermatitis. re a le oe. ani 
Mantle Lotion pH4.5 in 4 oz 


Dome Acid Mantle returns the skin to its normal acid pH rene Sapeee aiey Te ae. helen 


in a matter of seconds and holds it for hours. Both the creme 
and lotion are greaseless and stainless. 





NTE 


see ACID MANTLE ‘wncktitic’ pue: Domebore 
oncinas Ti bs 


DOMEBORO® TABS 


For acute, weeping dermatitis, Domeboro is the established wet 


dressing therapy all over the world. 
4 6. uv $. Pal OFF 


Domeboro makes a fresh solution of aluminum acetate (Burow’s : ns ee 
Contains aluminum sulfote, calki- 


Solution 1:20) buffered to a pH4.2. ™ acetate ond boric acid 


AVAILABLE—Tablets (individually Cellophaned) in cans of 12, 100, 500 and 4 DOME CHEMICALS ING 
1000. Packets (single dose) 12 and 100. Bulk Powder, 4 oz., 13 oz. and 4 lb. Sesh Svoot, 7 VOR FES 
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COLD FACTS on 


RIASOL 

















Cold weather aggravates the itching and erup- 
tions of psoriasis. To keep the disease under con- 


trol, many physicians prescribe RIASOL. 


Psoriasis is the 8th most common skin disease, 
6% of all cases. Treatment in a series of 231 cases » “ed : 
with various drugs other than RIASOL produced yt oY oes 
remissions in only 16'/2% cases. Before Use of Riasol 


RIASOL showed clinical improvement in 76% 
cases of psoriasis. it proved satisfactory in neg- 
lected cases. The skin lesions cleared up in an 


average of 7.6 weeks, in 8 typical cases treated 


with RIASOL. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient's progress. 

Ethically promoted RIASOL is supplied in 4 and 
8 fld. oz. bottles at pharmacies or direct. 


Distributed in Canada by 
Professional Sales Corporation 
5333 Queen Mary Road 
Montreal 29, Quebec 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical 
package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. IM-2-56 12850 Mansfield Avenue Detroit 27, Michigan 


RIASOL for PSORIASIS 





S council accepted 


new corneal anesthetic 
rapid action and 


short duration™ 


virtually nonsensitizing 

no cases reported of dermatitis occur- 
ring in patient’s eye or on hands of 
physician. 


relatively nonirritating 

does not sting or burn when dropped 
into the eye—changes in the corneal 
epithelium or hyperemia of the con- 
junctiva rarely occur. 


Average dose: for tonometry, 2 drops. For minor 
surgical procedures, 2 drops instilled 3 times at 
90 second intervals. 


Supplied: sterile normal saline solution with 
0.02% Butoben as preservative, and containing 
0.4% Dorsacaine Hydrochlk de (benoxinate 
hydrochloride). In % oz. plastic squeeze bottle 
with dropper tip which delivers uniform drops 
(approximately 45 drops per cc.). 


*Schlegel, H. E., Jr., and Swan, K.C.: A.M.A. Arch. Ophth. 51 :663 


DORSACAINE’ 


HYDROCHLORIDE 


SMITH-DORSEY « Lincoln, Nebraska ¢ A Division of The Wander Company 
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Acts Twice as Fast as Aspirin | 


/ 


’\. Does Not Upset the Stomach 


ead 


THE BETTER-TOLERATED SALICYLATE FOR INDUSTRIAL PATIENTS 


When workers complain of headache, or other _ | 
minor aches or pains, BUFFERIN gives fast relief but For case in dispensing order 
the convenient Industrial 





' ent | 
seldom causes gastric upsets, even in large doses. Package—250 individual 
aluminum foil-lined pack 


Workers with minor arthritic problems can be ’ ets, each containing two 
kept on the job with Burrertin. Although arthritics BUresnEN tehlete, Aveiante 
: : = a through your regular jobber. 
are markedly more susceptible to straight aspirin 
than the general population, they tolerate BUFFERIN 
well.? 
Each BUFFERIN tablet contains 5 grains acetyl- 
| 
i | vane _—_——____ ———————_— al 
minum glycinate. References: 1. Indust. Med. 20:480, 1951. 2. J.A.M.A., 158:386, 1985. 


salicylic acid plus magnesium carbonate and alu- 





BRISTOL-MYERS COMPANY, 19 W. 50 St., New York 20, N.Y. 


A similar package available trom Bristol-Myers Co. of Canada, Ltd., 3035 St. Antoine St.. Montreal 30. Canada 





im just 2 minutes 
with just 2 drops 
of 


Privine gives prolonged relief 

of nasal congestion “of allergic and 
inflammatory origin, acute and 
chronic rhinitis, vasomotor rhinitis, 
and acute and chronic rhinosinusitis.””! 
Privine® hydrochloride (naphazoline 
hydrochloride CIBA) 

Nasal Solution 

Nebulizer 

Nasal Jelly 


and 
Ophthalmic Solution 


1. Osol, A., and Farrar, G. E., Jr.: & 
The Dispensatory of the United States site 


of America, 24 Ed., J. B. Lippincott 
Co., Philadelphia, 1947, p. 1620. 


SUMMIT, N. J. 


Monday PM. 


MEDICAL HORIZONS | Monday PM 





